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PORTRAIT OF A LADY WHO LOVES A DOCTOR 


4 rs very big smile on this very 
little lady is a greeting to her 

doétor. She has quite a case 
on him. And he, 
shameless fellow, 
on her. But the 
course of their love 
is studded with pitfalls. For when 
clinical thermometers, tongue de- 
pressors, and medicine come in 
the door, love is likely to fly 
out of the window. 

You can imagine then how 
gratefully he (and so many of his 
fellow physicians) welcomed an 
innovation like Parke-Davis 
Haliver Oil with Viosterol-250D! 





Given in dainty drops instead of 


terrifying teaspoonfuls, it has sim- 
plified and solved the trouble- 
some question of how to admin- 
ister vitamins A and D scientific- 
ally and atthe sametime pleasantly. 
And it has removed an important 
threat to the affection that exists 

between so many 

doétors and their 

little patients. As 

you know, Parke- 
Davis Haliver Oil with Viosterol- 
250 D is Council-Accepted. It 
contains not less than 80 times 
the vitamin A potency of a stand- 
ard cod-liver oil testing 400 


U. S. P. units per gram. It is 
equal to Viosterol-250 D in 
vitamin D potency. Supplied in 
5-cc. and 50-cc. vials with drop- 
per and in 3-minim capsules, 
boxes of 25 and 100. You are 
invited to write our Medical Ser- 
vice Department, at Detroit, for 
a sample box of capsules and 
literature. 


- 
PARKE, DAVIS & CO. 
DETROIT, MICH. 


The World's Largest Makers of 


Pharmaceutical and Biological Products 
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CLINICAL CLASSIFICATION 


OF CHRONIC SUPPURATIVE 


DISEASES OF THE MIDDLE EAR* 


W. BerKELEY Stark, M.D. 
Rochester, Minnesota 


HE term, chronic suppurative disease of the 
middle ear, represents many different forms 
of disease, with which a variety of symptoms and 
a variety of pathologic changes are associated. 
There are cases in which the patient is annoyed 
because of continued discharge from the ear but 
in which the condition is innocent enough so far 
as danger to life is concerned, and there are cases 
in which the disease is a constant menace to life. 
The patient seldom seeks treatment because he 
fears serious complications might arise from ex- 
tension of the chronic infection. Usually, he is 
most concerned in having a dry ear; perhaps, 
also, in ridding himself of an offensive odor from 
the ear and improving his hearing, and occasion- 
ally, he is concerned because of pain or dizziness. 
The problem of otologists, primarily, is that of 
obtaining relief for the patient from the danger 
associated with the disease of the ear, and if 
possible, to secure a dry ear and improve the 
hearing. 

Chronic purulent disease of the middle ear 
always follows one or more attacks of acute in- 
fection of the structures of the middle ear. There 
are many factors, local and general, influencing 
the continuation of infection of the middle ear 
and the production of a chronic inflammatory 
condition. To what extent the particular type of 
organism, causing the original acute inflammation 
of the middle ear, is responsible for the degree 
and seriousness of the ensuing chronic inflamma- 
tory condition is a question. It is true that infec- 
tions of the ear occurring in scarlet fever, diph- 
theria, and measles are likely to be followed by a 
more serious type of chronic disease of the mid- 
dle ear. This may be due, however, to the fact 





*From the section on Otolaryngology and Rhinology, The 
Mayo Clinic, Rochester, Minnesota. Read before the Minnesota 
State Medical Association, Rochester, Minnesota, May 22 to 24, 
1933. * 


that the general debility accompanying these in- 
fections is much more marked than is the general 
debility associated with the more common and 
less virulent infections of the upper part of the 
respiratory tract. The perforation, whether the 
size of a pin point or involving the whole drum, 
is not necessarily significant of the degree or 
seriousness of involvement of the middle ear or 
the mastoid process. 

Kopetzky stated that the prognosis as regards 
chronicity of a purulent lesion of the middle ear 
is best when the perforation is localized in the 
postero-inferior quadrant and becomes progres- 
sively worse when the perforation is in the an- 
tero-inferior, postero-superior and antero-super- 
ior quadrant, respectively, the outlook becoming 
worse in the order enumerated. A definite aid 
in the determination of the character of the 
chronic inflammatory diseas@ in the middle ear, 
is the site of the perforation in the drum mem- 
brane. 

The statement that it is never necessary to re- 
sort to surgery in the treatment of chronic in- 
fections of the middle ear and mastoid process 
is as difficult to accept as is the contention that 
all cases of chronic infection of the middle ear 
and mastoid process should be treated surgi- 
cally. Experience has shown that some of the 
running ears encountered in practice will be- 
come dry and will heal following medical treat- 
ment; some will resist long-continued medical 
treatment, will become dry and will heal follow- 
ing surgical treatment, and some will continue 
to discharge in spite of medical and surgical 
treatment. 

Several years ago, H. I. Lillie suggested an 
empiric classification of chronic infections of the 
middle ear, based on appreciation of the path- 
ologic processes probably present. This classifi- 
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cation may include all types of chronic infections 
of the middle ear and has been found satisfac- 
tory for all practical purposes. The classifica- 
tion has made it possible to determine the results 
of treatment in the various groups from the 
standpoint of the best method of treating various 
groups, results of treatment and the time con- 
sumed in carrying out this treatment. The re- 
sults of this study have assissted us at The Mayo 
Clinic in giving the patient a worthwhile prog- 
nosis at the time of the original consultation. 
Chronic infections of the middle ear are divided 
into four groups as follows: 

Group 1.—In these cases there is a thin, odor- 
less discharge of mucus coming chiefly from the 
eustachian tube, usually with perforation in the 
antero-inferior quadrant of the drum. Evidence 
of a destructive process in the middle ear or at- 
tic is lacking. The discharge is increased with 
head colds and is most annoying to the patient 
at this time. 

Group 2.—In this group the disease is con- 
fined to the middle ear. The perforation in the 
drum is usually central, that is, it does not, at 
any point, involve the marginal attachment to 
the annulus tympanicus. The perforation may 
be very small or it may involve most of the tense 
portion of the drum. The middle ear contains 
mucopurulent material, and granulations or 
polyps may be present. The ossicles may have 
been destroyed, but there is no evidence of active 
disease of the attic. Besides the disease of the 
middle ear, there may be a discharge from the 
eustachian tube. 

Group 3.—This group includes cases in which 
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there is evidence of disease of the attic co-n- 
bined, perhaps, with conditions described as | e- 
ing present in groups 1 and 2. The perforation 
in the drum is usually in Shrapnell’s membrane 
or along the posterior margin. Although an ar‘i- 
ficial opening in Shrapnell’s membrane would 
lead into Prussak’s space, that occurring in 
chronic suppurative disease of the middle ear 
forms direct communication with the vault, and 
therefore, with the aditus ad antrum. In a 
marginal perforation, there is, at some point, ab- 
solute destruction of the peripheral edge of the 
drum, and, in a large percentage of cases, ne- 
crotic changes in the bone adjacent to the per- 
foration. This type of perforation leads directly 
to the vault and to the aditus ad antrum. A 
marginal perforation involving Shrapnell’s mem- 
brane or the postero-superior segment of the 
drum, or both, constitutes the ideal condition for 
extension of the epidermis of the external audi- 
tory canal to the antrotympanic cavity. The dis- 
charge from ears in cases of this type is foul. 
Cholesteatoma may or may not be present. 

Group 4.—This group includes cases in which 
there are signs of irritation of the labyrinth or 
symptoms of extension of the disease to the sig- 
moid sinus, lateral sinus, meninges, or brain, or 
there is definite evidence of the presence of a 
cholesteatoma. 
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CONSERVATIVE TREATMENT OF OTITIS MEDIA* 


Cart M. ANnperson, M.D. 
Rochester, Minnesota 


HE classification of chronic otitis media into 
four types permits more accurate prognosis, 
and greater variation in treatment. The cases 
may be grouped as follows: (1) perforated ear 
drum through which mucoid is discharged; (2) 
perforated ear drum with drainage of pus and, 


*From the Section on Otolaryngology and Rhinology, The 
Mayo Clinic, Rochester, Minnesota. Read before the Minnesota 
State Medical Association, Rochester, Minnesota, May 22 to 24, 
1933. 


sometimes, necrosis of the ossicles and bony 
structures; (3) foul, scanty discharge, infection, 
necrosis and possibly cholesteatoma, and (4) a 
combination of type 3, with irritation of or ex- 
tension into the secondary structures. 

In the care of all types of cases it is important 
to impress on the patient the need of adequate 
time for treatment and the necessity of daily 
treatments by a physician. It has been clearly 
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demonstrated that home treatment with only oc- 
casional visits to the physician for observation is 
of little value. Patients should be impressed 
with the need for codperation in the treatment 
and in the carrying out of prophylactic meas- 
ures. Many of them are extremely sensitive to 
any manipulation of the ears as well as apprehen- 
sive concerning pain or discomfort. 

It is essential to devote considerable time to 
each treatment to insure as thorough a cleansing 
of all cavities and recesses as possible ; all débris 
granulation tissue and polyps must be carefully 
removed. Especially if the polyps are attached 
to the wall of the middle ear, they should not be 
torn away, as breaking into the inner ear, 
opening a direct pathway for infection to enter 
the labyrinth and subsequently the meninges, 
must be avoided. 

Because almost all swimming beaches and 
pools contain organisms capable of producing in- 
fection, swimming should be prohibited. If the 
ear drums are destroyed, there is added risk in 
prolonged contact of cold water with the inner 
wall of the ear; it may set up violent vertigo 
and nausea similar to the reaction from the 
caloric test for the labyrinth. Also, the effect 
of water on the tissues and canal of the ear is a 
hindrance rather than an aid to healing, because 
it keeps the ear moist and often macerates the 
tissues, thus reducing resistance. 

Patients with otitis media must be taught cor- 
rect methods of blowing the nose; as a matter 
of fact the practice should be discouraged. With 
the drum perforated, there is danger of blowing 
air through the eustachian tubes and forcing the 
secretions into the ear from the nasopharynx. 
It has been observed frequently that with avoid- 
ance of this practice many ears (types 1 and 2) 
will become dry without other treatment. 

Infections in the upper part of the respira- 
tory tract should be combated in every way pos- 
sible. If infected or enlarged tonsils, and ade- 
noids continue the irritation or increase it, they 
should be removed. 


Type 1: Perforated ear drum through which 
mucoid is discharged.—In these cases the patient 
often gives a history of intermittent discharge. 

The ear may remain dry for a considerable 
period, usually discharging during and follow- 
ing colds in the head. The discharge originates 
in the mucous membrane lining the middle ear 
and eustachian tubes; usually there is little if 
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any necrosis, granulation tissue or polyps pres- 
ent. 

Treatment is directed to the infection which 
may be present in the upper part of the respira- 
tory tract, correction of the nose blowing habit, 
careful cleansing of the ear, exercising great care 
to avoid any possible trauma, followed by instil- 
lation of some medicament into the ear. At the 
clinic this usually consists of saturated solution 
of boric acid in equal parts of alcohol and 1 :1000 
solution of bichloride of mercury; 25 per cent 
solution of argyrol; 1 to 2 per cent solution of 
mercurochrome, and 1:500 solution of metaphen. 

The ear is cleaned with hydrogen peroxide and 
sponged dry with cotton swabs, and any remain- 
ing moisture is removed by means of air blown 
into the ear with a hand bulb, or compressed 
air. Great care should be taken to avoid verti- 
go by the too free and forcible use of the com- 
pressed air. The solutions are instilled into the 
ear, the attic, and, if possible, the mastoid an- 
trum by means of a thin, flexible, silver cannula 
bent upward at the tip which is attached to an 
ordinary metal syringe. 

Recent literature has stressed the use of boric 
acid and potassium iodide up to 25 per cent in 
powder form and instilled into the ears by means 
of a powder blower. The zinc iodization method 
has been used by a number of aurists. 

Type 2: Perforated ear drum with drainage 
of pus and sometimes necrosis of the ossicles 
and bony structures——There is a greater ten- 
dency, in this type, to the formation of granula- 
tion tissues and polyps. The discharge is more 
persistent and the disease is more resistant to 
treatment, consequently, the prognosis as to the 
complete control of the discharge is somewhat 
less favorable. The prognosis as to the life and 
general well-being of the patient as in cases of 
Type 1, is good. 

The treatment in these cases is essentially the 
same as in those of Type 1, except that it is of 
longer duration due to the secondary infection 
and deeper penetration of the disease into the tis- 
sues of the ear and nearby structures. 

Type 3. Scanty, foul, discharge, infection, ne- 
crosis and possibly cholesteatoma.—tThe perfora- 
tion in these cases may vary greatly in size and 
in situation. When the perforation is in the up- 
per quadrant only, the treatment is more difficult 
and the prospect of a cure is lessened. 
According to most authorities, cholesteatoma is 
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formed by the ingrowth of epithelium into the 
middle ear, attic and mastoid antrum. The des- 
quamated epithelium collects in the cavities in the 
form of a soft mass. It has been thought that 
the destruction of bone was due to pressure but 
more recently, many investigators have come to 
the conclusion that the extension of the cavities 
is due to a chemical action, probably of lactic 
acid in the cholesteatoma. 

Whether complications will arise in this type 
of case depends on the direction in which the 
softening and destruction of bone takes place. 
Should it extend inward, a pathway would be 
formed into the labyrinth with destruction or 
irritation of the latter; this would be manifested 
by vertigo, nausea, or possibly, manifestations of 
localized or generalized meningitis. The exten- 
sion upward would lead into the cranial cavity 
with resultant meningitis, or possibly, brain ab- 
scess. In many cases the destruction of the bone 
has taken place outward and forward, producing 
a fistula external to the annulus. In other cases 
complete destruction of the inner portion of the 
posterior wall of the external auditory canal 
takes place, producing a natural cavity. 

It is obvious that with considerable enlarge- 
ment of the attic space and the aditus ad antrum, 
the drainage will be better and opportunities for 
thorough cleansing of the cavities will be in- 
creased, thus making the prospect of cure by 
conservative measures better and the chances of 
complications less. 

The erosion of bone may extend posteriorly 
and penetrate the plate covering the sigmoid 
sinus, exposing this structure to the infection 
which is almost always associated with choles- 
teatoma. When the disease extends to other 
structures, producing symptoms other than the 
discharge and characteristic odor, then the indi- 
cations for conservative treatment cease. 

The conservative treatment in these cases is 
essentially the same as in cases of Types 1 and 
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2, except that more time is consumed, anc the 
process of cleaning the affected areas is iuch 
more extensive. It may be necessary to reimove 
the remaining portions of the ossicles. The 
débris in the attic should be carefully removed, 
An attempt is made to clean out the cholesteatoma 
in the mastoid antrum, which is often very <iffi- 
cult unless the portion of the outer wall of the 
attic has been eroded, thus providing a more di- 
rect approach. Even if the ear becomes dry and 
the odor disappears, after a course of treatment, 
a considerable portion of the cholesteatoma may 
remain. If the infection is eradicated and the 
cholesteatoma remains free of further infection, 
the patient will have no further trouble with the 
ear. The possibility of re-infection through the 
external auditory canal and the eustachian tube, 
is always present. Therefore, any estimate of 
the probable length of time an ear will remain 
dry in any particular case must be made with a 
good deal of caution. 

Type 4. A combination of Type 3, with irri- 
tation of, or extension into secondary structures. 
—Conservative treatment is not indicated in these 
cases and surgical measures should be advised. 


COMMENT 


An analysis of the results of the conservative 
treatment of chronic otitis media in a large series 
of cases revealed that the ears in 54 per cent re- 
mained dry after treatment, and in 46 per cent 
they were still moist at the time treatment was 
discontinued ; 10 per cent of the latter were sub- 
sequently reported to have become dry. The av- 
erage duration of the disease was fourteen years. 
The average time of treatment of ears which be- 
came dry was three and six-tenths weeks; of 
those that remained moist, four and seven-tenths 
weeks. In cases in which the ears were dry when 
the patients were dismissed, 78 per cent of re- 
currences appeared to be caused by acute head 
colds. 
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INDICATIONS FOR SURGICAL 











INTERFERENCE IN CASE OF 


CHRONIC SUPPURATIVE OTITIS MEDIA WITH MASTOIDITIS* 


Harovtp I. Lituie, M.D. 
Rochester, Minnesota 


‘ROM the standpoint of the otologist, surgi- 
cal intervention in serious forms of chronic 
suppurative otitis media and mastoiditis is in- 
This object is 
accomplished by thorough removal of the dis- 
ease process before signs and symptoms indica- 


dicated to prevent complications. 


tive of extension of the disease become manifest. 
The patient may think the main object of treat- 
ment is to stop the discharge of which he has 
complained. As has been mentioned, discharge 
may persist following the best directed surgical 
efforts because closure of the eustachian tube 
and removal of the secreting membrane on the 
promontory of the middle ear, may be impossible. 
However, the serious threatening disease may 
have been completely controlled. From the sur- 
geon’s standpoint, the surgical efforts may have 
been eminently successful, but the patient, be- 
cause of a persistent mucous discharge without 
offensive odor, may feel that the operation was 
not successful. Therefore, it is very important 
that the patient understands the situation clearly. 

Although one always hopes that the effect of 
treatment may be beneficial to the hearing, and 
it is in many cases, it should be explained to the 
patient that the effect may be otherwise. The 
effect on the hearing is dependent on the amount 
and character of the resulting scar that forms 
over the region of the oval and round windows. 
In general, it may be said that impairment of 
hearing will not be greatly influenced by opera- 
tion. In many cases, the hearing may be im- 
proved, and in some, the impairment may be in- 
creased. In cases in which it is necessary to con- 
sider operative interference for both ears, the 
effect on the hearing is always of more signifi- 
The surgeon chooses to operate on the 
side that appears to be most seriously diseased, 
and awaits the result of this before operating on 
the other side. 

When the disease is of such a serious nature 
that operation is urgent, the effect on the hearing 
is of secondary importance. The fact that the 


cance. 


‘From the Section on Otolaryngology and Rhinology, The 
Mayo Clinic, Rochester, Minnesota. Read before the Minnesota 
State Medical Association, Rochester, Minnesota, May 22 to 24, 
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disease or its effect has already caused serious 
and permanent impairment of hearing is not 
a deterrent to operation. 

Facial paralysis results from radical operations 
on the mastoid process because of the nature of 
the necessary surgical procedure; it should sel- 
dom happen, however, if the surgeon is thor- 
oughly familiar with the anatomic structures in- 
volved. In certain cases, paralysis of the facial 
nerve may have already occurred as the result 
of the disease; in others, anomalies are present 
which could not have been foreseen. Injury to 
the facial nerve during operation results in im- 
mediate paralysis of the muscle of facial expres- 
sion. Facial paralysis may appear hours or days 
after the completion of the operation, the result 
of edema, swelling or dehiscence of the facial 
canal; in such cases, the prognosis for recovery 
is exceptionally good. The patient should be 
warned of the possibility of this complication, 
but the danger may be safely minimized. 

Postoperative meningitis, abscess of the brain, 
or thrombosis of the sigmoid sinus may occur. 
Abscess of the brain may have been present be- 
fore operation but not recognized. The symp- 
toms of silent abscesses of the brain are so vague 
it is impossible to recognize them. Symptoms 
may become manifest following the trauma of an 
operation. It should be emphasized that opera- 
tion is indicated only in those cases in which se- 
rious types of disease are present. 

In cases that have been classified in the clinic 
as Type 1, I believe the operation on the mastoid 
is misdirected. If operative measures on the 
pharyngeal or aural ends of the eustachian tube 
accomplish closure of the tube, all has been ac- 
complished that could be reasonably expected. 

In cases of Type 2 intra-aural procedures are 
indicated to remove polypi, exuberant granula- 
tions, casts of desquamated epithelium and oc- 
casionally necrotic ossicles. These procedures 
might be more properly considered as local treat- 
ment. In a surprising percentage of such cases 
excellent results are obtained. It may be neces- 
sary to repeat the treatment for a considerable 
time but the end-results will be good. 
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In cases of Type 3, the borderline cases, the 
indications for surgical interference arise when 
the response to meticulous local treatment has 
not been very satisfactory. Operation in some of 
these cases may be regarded as optional and in 
others expedient. It is optional if the patients 
are extremely desirous of doing everything to 
cure the disease, even though the chances for cure 
are good if they can continue to be under the ob- 
servation of a competent otologist. The operation 
is expedient if the otologist is not readily ac- 
cessible in case symptoms occur that may have 
untoward significance. It is expedient, too, if the 
economic position of the patient is such that it is 
inconvenient for him to spend the time necessary 
to be under observation. 

The local signs suggestive of inadequate drain- 
age, necrosis, or inaccessible cholesteatomas, 
make contemplation of surgical interference 
more urgent. Inadequate drainage is suggested 
if the perforation in the drum is so small that 
effectual measures of treatment cannot be direct- 
ed against the disease within the middle ear or 
attic. Sufficient enlargement of the perforation 
to permit adequate treatment may suffice. This 
obtains for the attic as well as the middle ear. 

If the simpler intra-aural procedures do not 
control the disease, the intra-aural operation sug- 
gested by Tobey may be sufficient. If the exter- 
nal canal is so small as to interfere with good 
vision and manipulation of instruments, it is 
safer not to employ the method. 

If the tense portion of the drum is intact, and 
the disease is obviously confined to the attic and 
antrum, the modified radical operation may be 
employed in selected cases. The drum and mid- 
dle ear are not interfered with, thus avoiding 
exposure of secreting membranes on the promon- 
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tory and the probability of a moist ear, and a:so 
avoiding interference with the hearing. 

If evidence of necrosis persists, such as ihe 
presence of granulation tissue which does not 
contract, or probing continues to reveal bare 
bone, or the foul odor to the discharge persists 
even though it may be insignificant, some opera- 
tive interference should be considered seriously. 

If a foul odor persists without discharge, an 
inaccessible cholesteatoma is probably present. 
Realizing the pathologic effect of cholesteatoma, 
one would not hesitate to suggest operation. 
Marginal perforations with destruction of the 
annular ring are always to be considered of great 
significance in this connection. If the cholestea- 
toma is readily accessible, it can be completely 
removed in an occasional case. In such cases 
perhaps it is safer to err on the side of suggest- 
ing operation than to delay the operation unduly. 

In cases of Type 4, in which symptoms and 
signs of serious disease are present, or there is 
even evidence of extension, such as facial paraly- 
sis, which is indicative of necrosis of the facial 
canal, labyrinthine irritation as manifested by 
nausea, vertigo, and so forth, localized headache, 
evidence of dural exposure, or chills and fever, 
suggestive of invasion of the blood stream, oper- 
ative interference may be considered as a life- 
saving measure and should not be delayed. 

It would apear, then, that the indications for 
surgical intervention in cases of chronic suppu- 
rative. disease of the middle ear and mastoid 
process depends on several factors: the patient, 
his economic position, his residence, and the na- 
ture of the pathologic process. It is difficult to 
reduce to words the exact indications for opera- 
tion in a given case; they are largely dependent 
on the clinical and surgical judgment of the 
otologist. 
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OPERATIVE PROCEDURE IN CHRONIC SUPPURATIVE OTITIS 


MEDIA WITH MASTOIDITIS* 


Bert E. Hempesteap, M.D. 
Rochester, Minnesota 


“ADICAL mastoidectomy has been referred 
to as the operation of which the aim is to 
relieve chronic suppuration of the middle ear by 
conversion of the middle ear, antrum, mastoid 
cells, and external canal into one cavity, which 
would be drained by the external canal, and 
which would ultimately be lined by integument 
that is continuous with that of the membranous 
canal. 

Credit has been given to each of a number of 
different men for being the first to describe this 
type of operation. Kopetzky stated that, in 1873, 
Von Troltsch suggested a modification of the 
Schwartze operation, which in its essentials is 
identical with the present radical mastoid opera- 
tion. The names of Kiister, Korner, Stacke, 
Von Bergeman, Zaufal and Jansen, are linked 
with this operation and they all have been instru- 
mental in its development. Stacke was the first 
to use a flap from the skin and the periosteum of 
the posterior and the upper wall of the canal 
and to introduce the flap into the cavity of the 
wound. 

The type of operation to be used on the chroni- 
cally discharging ear must be suited to the indi- 
vidual case. No laws applicable to all cases can 
be laid down. One of the less radical measures 
is ossiculectomy. This operation was first em- 
ployed for improvement of hearing and relief of 
tinnitus, and is now used in cases of suppuration. 
Ludewig, in 1890, demonstrated that in a large 
percentage of cases, chronic suppuration of the 
ear was due to necrosis of the incus, and he, 
therefore, recommended that this ossicle, as well 
as the malleus, be removed in cases in which 
there was suppuration. To this measure, Stacke 
added removal of the external wall of the aditus. 
This operation was quite popular, and was ad- 
vocated by Dench, Richardson, and others. Neu- 
man and Gomperz, of Politzer’s clinic, were the 
first to perform the operation under local 
anesthesia. 

It is evident that necrosis must be confined to 


*From the Section on Otolaryngology and Rhinology, The 
Mayo Clinic, Rochester, Minnesota. Read before the Minnesota 
State Medical Association, Rochester, Minnesota, May 22 to 24, 
1933. 
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the ossicular chain, and that the mastoid and an- 
trum must be free from disease if a good result 
is to be obtained by this measure. In skillful 
hands, the operation presents few dangers. The 
facial nerve, denuded of its bony covering in the 
region of the labyrinthine wall of the tympanum, 
may be injured during the operation, with re- 
sultant facial paralysis. The jugular bulb may 
be injured, and the foot plate of the stapes may 
be dislocated, with resultant injury to the laby- 
rinth. The operation has been abandoned in fa- 
vor of the surer, more radical operation. 

In cases in which the mastoid cells have been 
replaced by dense bone, and in which the lateral 
sinus is very close to the posterior wall of the 
canal, and overlies the antrum, the operation ad- 
vised by Stacke has its advantages. The intial 
incision is made close to the line of attachment 
of the concha. The skin and periosteum are 
retracted, together with the membranous canal. 
The remains of the membrana tympani can be 
recognized. The necrotic ossicles are removed 
and the lateral wall of the aditus is removed with 
Kerrison forceps or a small chisel. The posterior 
bony wall is then removed, back toward the an- 
trum. The overhanging cortex then can be re- 
moved, and as much of the mastoid process as 
is found diseased. This procedure makes sure 
the uncapping of the antrum and lessens the dan- 
ger of opening the sigmoid sinus when it lies 
close to the posterior wall of the canal. Its main 
advantage is that it enables the surgeon to over- 
come certain anatomic difficulties. 

In some of the cases in which there are chron- 
ically discharging ears, in which there is little 
deafness and only a small perforation in the 
tympanic membrane, a modified type of radical 
operation may be tried. Postoperative conva- 
lescence is shortened because the tympanic mem- 
brane is left in place. It is well known that 
when the drum is removed the moist inner wall 
of the middle ear is left and continues to dis- 
charge. The modified type of operation is par- 
ticularly desirable if the patient has only one 
useful ear. 

Korner, Heath and Bondy have described op- 
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erations in which the tympanic membrane and 
ossicles were not removed. In certain selected 
cases, this operation may be tried. Some good 
aural surgeons are opposed to it. If the opera- 
tion is successful; the patient has retained his 
hearing and has had a shorter convalescence. If 
it is not successful, the typical radical operation 
can be performed later. 

There is no doubt that in almost all cases in 
which there is evidence of necrosis, and choles- 
teatoma is present, or in which there is a possi- 
bility of intracranial extension, the typical radi- 
cal operation should be performed. 

A few points in performance of this operation 
deserve attention. The first is the incision. The 
center of the curvilinear incision behind the ear 
should be at least 54 of an inch (1.5 cm.) be- 
hind the auricular attachment. Richards has 
pointed out definite advantages to this, as fol- 
lows: (1) when the posterior wound is closed, 
the suture line will be behind the posterior mar- 
gin of the excavation, and will have, therefore, 
the firm support of the mastoid cortex, and (2) 
the outer wall of the bony cavity will be formed 
by the unbroken surface of periosteum that was 
lifted with the skin flap. Then the primary in- 
cision is close to the auricular attachment, the 
suture line would form a part of the outer wall 
of the bony cavity, and granulations which 
formed there might project in it and therefore 
interfere materially with final healing. Great 
care should be expended in lifting the anterior 
flap, with its periosteum. The membranous canal 
is then separated from the surrounding tissues. 
With the gouge and mallet the posterior wall of 
the canal can then be taken down as the cortex 
is removed. If sclerosis of the cortex is marked, 
it is well to remove no more than is necessary to 
expose the antrum. It is then possible to tell, by 
means of a probe, how large a mastoid cavity it 
is possible to have. The smaller the cavity after 
the operation, the quicker the healing. In many 
of these sclerotic mastoids, the sigmoid sinus lies 
forward, close to the posterior wall of the canal, 
and is easily injured. The lower that removal 
of the posterior wall of the canal can be carried, 
the more easily the postoperative care and the 
better the result. The bridge is best removed 
with the septal chisel. Great care must be taken 
at this point for fear of injuring the facial nerve 
or the external horizontal canal. The wider that 
the distance between the end of the posterior wall 
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of the canal and the tegmen antri can be made, 
the easier the postoperative care and the gr: iter 
the likelihood of a good cavity. 

The superior wall of the canal can be removed 
in the process of removing the bridge. ‘This 
wall should be very thoroughly removed in or- 
der to take away any overhang in the attic and 
eliminate the possibility of formation of a pocket. 
Epithelization also takes place much more easily 
over a smooth, level surface. The amount of 
work done on the inner wall of the middle ear 
must be determined by the amount of pathologic 
change present. The necrosed ossicles, that is, 
the malleus and incus, must be removed. Any 
curetting must be done very gently in order not 
to dislocate the foot of the stapes or to open the 
external horizontal canal. 


The eustachian tube should be thoroughly 
curetted. The surgeon should bear in mind that 
the canal for the carotid artery lies below, and 
anterior to, the tube. The artery has been opened 
while curetting in this region. If the tube is 
thoroughly curetted and the membrane is re- 
moved, it is likely that it will become obliterated. 
The tensor tympani muscle, which lies above the 
tube, should be removed, together with the coch- 
leariform process. The cells around the mouth of 
the tube should be thoroughly curetted. The hy- 
potympanic space should be thoroughly curetted. 
and the surgeon should bear in mind that the 
jugular bulb lies directly under the floor of the 
middle ear, and that the dehiscences are some- 
times present and the jugular bulb may be easily 
injured. It is sometimes necessary to remove 
some of the floor of the canal to obliterate this 
hypotympanic space. The region of the annulus 
tympanicus should be thoroughly curetted and 
every vestige of the tympanic membrane should 
be removed. It is possible that the secondary 
drum, which so often forms in cavities after radi- 
cal operation, is due to incomplete removal of 
the annulus tympanicus. 

The advisability of skin grafting in the middle 
ear and mastoid cavity is still disputed. Some 
surgeons prefer that the graft be made at the 
time of the operation. This, however, does not 
seem to me to be a sound surgical procedure, 
for it is difficult to see how a skin graft can take 
on the surface of bare bone. If skin is grafted, 
it seems to me that it is better to delay the pro- 
cedure for ten days or longer, because by that 
time the bone is covered with healthy granula- 
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tions and will take the graft. If skin grafting 
is done, it can be accomplished after the method 
of Mosher, Dench, or others. If, however, the 
eustachian tube is thoroughly curetted and the 
canal obliterated, I do not see so urgent a need 
of skin grafting. I do feel, however, that at- 
tainment of certain effects desired when radical 
operation is performed, such as a good cavity 
and a dry ear, depend entirely on whether the 
eustachian tube can be closed off. If it is not 
possible to obliterate the tube, but it is possible 
only to close off the mouth of it by means of a 
skin graft, it is very likely that any forcible 
blowing of the nose will rupture the resulting 
thin membrane. Complete obliteration of the 
tube is much more desirable than its closure by 
a skin graft. 

The type of procedure used must vary with the 
condition found at the time of operation. If the 
cavity is small, in other words, if sclerosis has 
destroyed many of the mastoid cells, it may be 
possible to get a very good result by utilizing the 
method of Barany. In this type of procedure no 
plastic is made, the membranous canal is left 
intact, and the cavity can be dressed both through 
the external canal and through the lower angle 
of the wound. If dura has been exposed over 
the middle fossa and the sinus, it is not wise to 
cover these structures with a flap. The making 
of the flap delayed until some 
granulations have developed on the dura and 
sinus, or the flap should be removed entirely. 


should be 
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The type of flap made should be governed, as 
mentioned, by the type of cavity formed; some 
modification of the method of Pansy, Kérner, 
Siebenmann or Ballance, should be used. Too 
much stress cannot be laid on the postoperative 
care of the cavity resulting from radical opera- 
tion. Different persons respond differently to 
the same treatment. No certain measures can be 
laid down which will apply universally. It is a 
mistake to say that all of these cavities should 
be tamponed thoroughly in order to minimize the 
formation of granualtion tissue. Some cavities 
respond best when nothing but boric and aristol 
powder are used. It is necessary to remove the 
granulation tissue by means of a biting forceps or 
curet if it becomes too abundant. It is sometimes 
best to allow some organization of granulation 
tissue to take place before its removal. Treat- 
ment by radium and roentgen rays often can be 
used to advantage in bringing about organization 
of this granulation tissue. I believe that the type 
of operation and the type of treatment must be 
determined in each individual case. 
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THE ACHLORHYDRIC ANEMIAS* 


Frank J. Hrrscupoeck, M.D. 
Duluth, Minnesota 


O sweeping have been our new conceptions of 

the anemic states that the older theories and 
classification might well be abandoned and the 
chapters on the subject rewritten. A perusal of 
the older literature would surely confuse the 
initiate in Medicine in its discussion of the eti- 
ology, physiology, pathology and therapeutics of 
the anemias, and to those acquainted with the 
newer discoveries it is of interest chiefly because 
oi its historical and clinical value. 





From the Duluth Clinic, Duluth, Minnesota. Clinic and ad- 
dress presented at the annual meeting of the Minnesota State 
Medical Association, Rochester, Minnesota, May 23, 1933. 








The designation of anemias as primary or 
secondary has lost its former significance and 
the term “primary” is presently not applicable 
unless, possibly, in the case of chlorosis, a sub- 
ject which has not been intensively studied in 
the last two decades because of the almost com- 
plete and mysterious disappearance of the entity. 
The term “secondary” may be applied in rela- 
tion to known etiological factors, but to classify 
anemias as secondary merely: because they have 
some of the characteristics of true secondary 
anemias is fallacious and misleading. 
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Most noteworthy has been the identification 
of the deficiency anemias due to the failure of 
function of integral factors in the gastric juice 
and their interreaction with various food ele- 
ments. This has led to a more practical eluci- 
dation of the mode of production of anemias 
associated with achlorhydria, intestinal parasites, 
the effects of extensive gastric operations, sprue 
and to a lesser degree avitaminosis and other 
nutritional disturbances. In fact, the association 
between improperly functioning gastric juice and 
the production of anemia has rendered the organ 
a much more important link in human physiology 
than its digestive faculties have revealed and has 
given it a prominence which its position as the 
monitor of the digestive tract might suggest. 

The group of anemias associated with these 
disturbances has attained a clinical interest and 
a numerical frequency fully as important as 
those due to more obvious causes, such as acute 
blood loss, malignancy, severe, long-standing in- 
fectious processes and those due to regenerative 
and disintegratory faults. Therefore because of 
their importance in the light of newer investi- 
gation which should be within the knowledge of 
every practicing physician, our interest will be 
focused on the so-called achlorhydric anemias. 

The association of pernicious anemia and the 
absence of hydrochloric acid was first described 
by Fenwick in 1877 and before long this find- 
ing was recognized as an important diagnostic 
accompaniment and now is virtually considered 
an essential desideratum of the disease. 

In 1903, Einhorn* recognized the absence of 
hydrochloric acid in anemic patients not of the 
pernicious anemia type, and others described its 
absence in a large percentage of patients with 
anemia associated with hypothyroidism, men- 
strual irregularities, sprue, intestinal parasites, 
pregnancy, splenic anemia, infantile anemias in 
general and many of the so-called secondary 
anemias of undetermined origin. 

Lewis’ statement that “The continued separa- 
tion of disease into types, though of practical 
help, tends to overlook common, underlying 
mechanisms,” seems almost prophetic in relation 
to the achlorhydric anemias and clinical sugges- 
tions as to their broad application and practice 
were soon forthcoming. 

Faber,® in 1909, recognized anemias associated 
with achlorhydria which were not of a severe 
type. In 1913* and 1924,* he again published 
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papers on the subject of simple anemias a so- 
ciated with achlorhydria and stated that in his 
observation 41 per cent of achlorhydric patic ats 
had anemia. 

Working at it from a different angle, Pater- 
son** and Kelly’* in separate papers in 1919 and 
Plummer and Vinson** in 1922 described anetnic 
states identical with our present conception of 
simple achlorhydric anemia, differing only in the 
observance of a preponderance of dysphagia as a 
presenting symptom. In ten of such patients in 
whom gastric juice analysis was made by 
Moersch and Conner,’® hydrochloric acid was 
found to be absent in eight. 


In 1928, Schneider and Cary”® examined the 
blood of ninety-three patients with achlorhydria 
and found nine evidently due to pernicious 
anemia and seventeen of a more simple type, not 
specifically identified. This relative numerical 
preponderance in favor of the simple anemias 
as compared to the more serious form has been 
repeatedly identified since as about two to one, 
in about the same proportion as discovered by 
Schneider and Cary. 

Mills’® credits Watkins** and Kaznelson, Rei- 
mann and Weiner’? with the first good descrip- 
tion of the disease, but Witts*® in 1930 first made 
a definite distinction between pernicous anemia 
and the more benign hypochromic type associated 
with achlorhydria and called it simple achlor- 
hydric anemia. 

As is apparently the custom of writers, others 
sought an improvement in the terminology and 
the condition has been variously called achylic- 
chloranemia, chronic chlorosis, microcytic 
anemia, chronic or primary or idiopathic hypo- 
chromic anemia, etc., to the consequent confusion 
of the reader. The terminologic distinction be- 
tween pernicious anemia and the more benign 
disease can best be made by calling the one “hy- 
perchromic” and the other “hypochromic” in 
view of the essential chromatic difference in the 
red blood cells, a characteristic differentiation 
and incidentally effecting simplification in the 
nomenclature. 

Wherein the similarities and dissimilarities in 
the two conditions lie, a necessary consideration 
in the diagnostic, prognostic and therapeutic ap- 
proach ? 

Confusion of identity arises primarily, I be- 
lieve, in the fact that in both conditions there is 
an absence of hydrochloric acid, anemia, adult 
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age and a subjective complaint of paresthesias 
and soreness of the tongue. An enlargement of 
the spleen is likewise not infrequently noted in 
both conditions. 
that certain conditions, such as the presence of 
intestinal parasites, pregnancy and extensive gas- 
tric resection may induce the development of 
either in their wake, evidently depending on the 
type to which the patient is conditioned. Fatig- 
ability, weakness, shortness of breath and lassi- 
tude are common presenting complaints in both 
conditions. Digestive symptoms are not partic- 
ularly frequent in spite of the gastric juice dis- 


It is also of interest to note 


turbance. 

Rut these apparent similarities need qualifica- 
tion. Achlorhydria is not universally present in 
the more simple hypochromic type. About 15 
per cent of the patients have hydrochloric acid 
present, but almost invariably reduced below the 
normal amount, the latter a finding which vir- 
tually precludes a diagnosis of a pernicious form. 
Davis*® has studied the gastric juice in both con- 
ditions extensively, testing the secretion from 
the fasting stomach and found that in pernic- 
ious anemia the secretion is about normal in 
amount, but is not increased in quantity by the 
administration of histamine. The secretion is 
free of mucus, but has a copious deposit contain- 
ing an abundance of desquamated esophageal 
cells which he believes is a characteristic finding. 
In hypochromic anemia the amount is scant— 
often no more than a few cubic centimeters, 
characteristically thick with mucus and free of 
Gradations occur be- 
tween these two extremes which seem to parallel 
clinical grades of the disease from the classical 
simple type to the classical severe type. 


any great cellular deposit. 


Borderline cases are sometimes confusing, a 
phenomenon which might be anticipated in view 
of the familial association of both types as found 
by Witts,*° Patek,?* Faber and Gram,* Conner 
and Davis,*® the clinical pictures in the family 
showing composite features. Interestingly, many 
of these cases, many of which seem to have the 
characteristics of the type called “pseudo per- 
nicious anemia” by Watkins,?* respond to liver 
treatment and according to Witts and Davis 
usually show macrocytes in the blood smear, 
though otherwise in their clinical course appear- 
ing benign. These observations would explain 
the occasional apparent change from a_ hypo- 
chromic to a hyperchromic variety and also in 
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turn the occasional instance of pernicious anemia 
with a low color index as described by Faber’ 
and Zadek.*' Not infrequently patients show a 
low color index like the true hypochromic 
variety, but a low color index is occasionally ob- 
served in true pernicious anemia and in the event 
of complications and occur in remission after 
splenectomy and as improvement is being ef- 
fected with liver therapy. 

These observations lead one to believe that 
slight variations in the gastric juice which tend 
to upset the biological equilibrium cause the de- 
velopment of one or the other type of anemia. 
As shown by Castle’ and his associates, it is now 
believed that pernicious anemia is caused by the 
failure of production of a stimulant to normal 
bone marrow function due to the failure of inter- 
reaction between a certain intrinsic factor in the 
gastric juice, not specifically identified, and some 
extrinsic factor in the ingested food. Dame- 
shek* suggests that another factor apparently is 
lacking in the gastric secretion which prevents 
the normal metabolism of iron and causes hypo- 
chromic anemia. As Minot?’ has stated, there 
appears to be a conditioned efficiency. In neither 
condition is the hydrochloric acid restored with 
treatment if absent when treatment is begun. 

The glossitis in hypochromic anemia is not as 
severe as in the hyperchromic type, having an 
inclination to the smooth, “bald” tongue rather 
than the red, inflammatory reaction of pernic- 
ious anemia. With improvement through treat- 
ment, symptoms in the tongue tend to subside. 
Fissured lips and cracks at the angles of the 
mouth are more common in the simple hypo- 
chromic type. Premature graying and brittle- 
ness of the hair is a symptom common to both 
types. 

The subjective paresthesias in the hands and 
feet are likewise a source of complaint in pa- 
tients afflicted with either disease, but in the sim- 
ple type the compaint is not so frequent and not 
so insistent for relief. Only under the rarest 
circumstance, is the development of combined 
sclerosis described as occurring in the more sim- 
ple anemia, and there is a question as to whether 
the paresthesias should be considered as evi- 
dences of cord involvement. It is more likely 
that they are due to circulatory and neural 
causes. 

The age of the patient afflicted with hypo- 
chromic anemia tends to be under forty-five and 
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though most of them occur between the fourth 
and fifth decade of life, the history usually re- 
veals the complaint extending back many years. 
In hyperchromic anemia most of the patients 
are above the age designated. 

So much for the similarities which may be 
confusing. The differences in the two types 
aside from the qualifications mentioned above are 
so striking that confusion should rarely arise. 

One of the interesting features about hypo- 
chromic anemia is its marked tendency toward 
a feminine predilection. Instances have been 
cited in males, but it is so rare that a suspected 
case in a male must be viewed askance. Its 
essential chronicity, unlike the relentless course 
of the untreated pernicious anemia case, is also 
noteworthy. Most patients complain of having 
been anemic for years with only slight and in- 
conspicuous remissions due to the failure of re- 
lief because of a lack of acquaintance with the 
need of vigorous iron therapy. 

A careful study of the blood smear is of prime 
importance, diagnostically. Whereas in perni- 
cious anemia the color index is high due to the 
hyperchromasia and the presence of macrocytes, 
the antithetical finding of microcytes and hypo- 
chromasia renders the benign type low in the 
color scale. The red cell count is not so appre- 
ciably reduced in the simple hypochromic form, 
but the hemoglobin may recede to 30 and the 
red blood count to 2,000,000 to 2,500,000. 
Leukopenia is noted in both states, but there are 
more frequent normal values found in the hypo- 
chromic type and instead of the relative lymph- 
ocytosis, as found in pernicious anemia, cells of 
the myeloid series prevail. The average cubical 
cell measurement is less than normal, as one 
might postulate, whereas the opposite is true in 
pernicious anemia. The hematocrit shows a 
lessened cell volume. Smears from the bone 
marrow, according to the technic of Seyfarth or 
others, is rather an impractical clinical method 
in practice, but in hyperchromic anemia megal- 
oblasts will be found whereas in hypochromic 
states nucleated red cells of the normoblastic type 
are found, though usually in the percentage of 
about thirty-five instead of the normal of twenty. 
The blood serum bilirubin in the simple form is 
within the normal limits. The icterus index is 
normal. Urobilinuria is also absent in the more 
simple type and the indirect van den Bergh reac- 
tion is negative. Correspondingly, the sclerz 
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are pale or blue and not subicteric as in pe: jic- 
ious anemia. 

A finding in hypochromic anemia, frequ itly 
overlooked but characteristic when present, jan 
unusual flatness or brittleness of the fingern.. ils, 
more pronounced on the thumb side of the bind 
and receding in degree as one approaches the 
little finger. In many instances the fingernails 
have a typical scaphoid appearance which Kaz- 
nelson pointed out are able to hold a drop of 
water in their concavity. Some writers speak of 
the tendency to bruising of the skin in the sim- 
ple anemias on slight trauma. 

The metabolic rate is often reduced below the 
normal in hypochromic anemia, a point conspic- 
uously found by Plummer and Vinson.”* In the 
hyperchromic type the metabolic readings are 
normal. Menstrual disturbances have been fre- 
quent associates of simple achlorhydric anemias, 
often enough, at least, to cause etiologic confu- 
sion in the observer, particularly since there 
seems to be an improvement with the cessation 
of menses, artificially or physiologically induced. 
Whether this is a result or a coincidence one 
cannot say. 

It might impress one as singular that the iden- 
tity of simple achlorhydric anemia should go un- 
recognized so long, but since in its more obvious 
appearance it is not unlike the usual secondary 
anemias of known etiology, itis not strange. The 
effects of copious or recurrent bleeding, severe 
toxic states, chemical agents, malignancy and 
nephritis are so similar in the production of 
subjective symptoms and blood findings as to 
confuse a proper analysis of an entity so like 
in many aspects. This has led physicians to call 
all similar clinical conditions associated with 
hypothyroidism, menstrual irregularities, dietary 
deficiencies, hemorrhoids, pregnancy, foci of in- 
fection, neurasthenia or constipation as second- 
ary to these factors, and to erroneous conclu- 
sions, in an endeavor to assume an etiologic in- 
stead of a coincidental relationship. It is, as it 
were, a failure to see the forest for the trees. 

It may be said, however, that in a patient 
already conditioned because of his gastric dis- 
function to a disturbance in the hematopoietic 
balance, that these associated factors may exact 
greater demands, too great for the threshold re- 
generative capacity of the subject. There has 
been too great a tendency to classify all anemias 
not of the pernicious type as of a secondary na- 
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ture, specific interest being lessened by the fact 
that the disease is far less serious and disabling, 
and because the older methods of treatment were 
ineffective in its relief. The failure of relief in 
many patients who have had treatment for mens- 
trual irregularity, recurring minimal bleeding (as 
from hemorrhoids), foci of infection, etc., is 
due to the fact that the coincident achlorhydria 
and its significance was overlooked. The ques- 
tion might be raised as to the relationship be- 
tween this concept and the chlorosis of the older 
writers. Little is known of true chlorosis by 
physicians at the present time, but apparently 
chlorosis as described by the older clinicians had 
a tendency to occur in young females, and 
seemed to disappear with full maturity and preg- 
nancy. Though there may be some uncertainty 
as to the gastric juice findings in the patients 
with chlorosis there seems to be a fair unanimity 
of belief that hyperacidity was far more com- 
mon than the reverse. The report of frequent 
association with gastric ulcer would tend to sup- 
port this view. 

The discovery of the use of liver therapy in 
pernicious anemia by Minot and Murphy,” after 
the suggestion of Whipple and Robscheit-Rob- 
bins,2® is truly one of the great discoveries in 
medicine in recent years, equal to if not sur- 
passing the work of the Toronto school in the 
discovery of insulin. Many experimental and 
clinical investigators’ names should be added to 
these, but any one who has seen the change 
from a fatal disabling disease to a relatively in- 
nocuous condition, as has been the case with per- 
nicious anemia, due to the efforts of these inves- 
tigators, is struck with admiration. 

In pernicious anemia the prime essential in 
treatment is a potent preparation in sufficient 
amounts to relieve the anemia and to avoid the 
relapses which may lead to disaster, notably by 
affecting the spinal cord. When there is evi- 
dence of spinal cord involvement the amount of 
liver employed should be doubled, though some 
writers are still skeptical of the value of liver 
treatment in this unfortunate complication. 
Whether one uses liver extract or gastric extract, 
by mouth or parenterally, matters less than that 
enough of the preparation be given. If economy 
is a necessity a homemade liver extract may be 
used, though no compromise should be made 
with safety. Half a pound of fresh liver should 
be run through a grinder of sufficient fineness to 


insure a thick, creamy, pulpy mixture, to which 
may be added pepper and salt, and the mass 
thoroughly mixed and crushed with an eggbeater. 
Riddle and Sturgis®® advise an average consump- 
tion of 3000 grams of liver as adequate for a 
normal reticulocyte response and a restitution to 
normal blood findings, or the equivalent of 400 
to 600 grams of liver per day, for continuous 
treatment until the patient appears to be normal, 
when the subsequent dosage is adjusted to the 
needs. If intramuscular extracts are given, the 
equivalent of 400 grams of liver should be given 
in ten days and then the equivalent of 100 grams 
each week. Though these figures are suited to 
the average situation, one must not lose sight of 
the fact that enough must be given to bring the 
patient’s blood picture to normal and the main- 
tenance dosage must be sufficient to retain it at 
that point. The physician might well study the 
equivalent in values of the various liver extracts 
for oral administration and relative cheapness 
should be no inducement for substitution; only 
the best should be used. Preparations made from 
the gastric mucosa, which represent both the 
intrinsic and extrinsic factors are of equal value 
when properly employed. The intramuscular in- 
jection of liver has certain advantages. In cost, 
Middleton’® has observed that the intramuscular 
method is cheaper than the oral. One also 
knows the amount of assimilation, and the 
method offers the advantage of occasional ob- 
servation by the physician for the opportunity 
of making a clinical analysis of the situation and 
altering the dosage as may seem necessary. In 
patients who must be guided at some distance 
the method may not be quite so safe. Unless 
an improvement is affected, as has recently been 
suggested by Isaac and Sturgis," with the use of 
permutite and acetone, I do not believe that the 
intravenous method has a very frequent indica- 
tion. Other suggestions, as the use of concen- 
trated gastric juice by Morris,?° and the use of 
marmite by Goodall,® which is a concentrated B2 
vitamin preparation and which is said to be ef- 
fective, need be investigated further before 
they are accepted, but the practising physician 
must have an open mind and a curiosity toward 
the literature, to keep apace with developments, 
since they are rapid and at times quite revolu- 
tionary. 

Though iron has a specific value in the hypo- 
chromic anemias its effect is probably not quite 
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so universal as the result of liver therapy in per- 
nicious anemia. This statement, however, must 
be immediately qualified by saying that as pres- 
ently employed it is a sovereign measure. A 
hundred years ago Blaud already deprecated the 
tendency to use iron in smaller doses than those 
suggested by him, but it was not until 1917 that 
Lichenstein'* and later Sonne” in 1920 proved 
that massive doses of iron were necessary if sat- 
isfactory results were to be obtained. In the 
secondary anemias due to malignancy, nephritis, 
cirrhosis, hemolytic icterus and those due to per- 
nicious anemia and in normal subjects iron is of 
no value. The need for careful differentiation 
in the diagnosis is therefore paramount. The 
use of iron remained in disrepute probably be- 
cause too much stress was laid on possible causes 
of the anemia, such as foci of infection, menor- 
rhagia, hemorrhoids, constipation, etc., and too 
little on any other therapeutic approach. The 
almost total disappearance of the old type of 
chlorosis, likewise, no doubt, lessened interest in 
the use of iron. Certainly iron was used injudi- 
ciously in many varied conditions, and when 
employed was used in insufficient amounts. One 
should not fail to remove any accessory factor 
that may be operating, such as the injunctions 
regarding a suitable diet, the removal of infec- 
tion, rest, fresh air and sunlight, the prevention 
of blood loss, etc., but as a rule there will be no 
effect in simple achlorhydric anemia unless large 
doses of iron are used coincidentally. In very 
severe cases, transfusions (small amounts into 
the hip or larger amounts intravenously) are 
often of striking initial benefit, especially in the 
more severe cases, but since iron has been used 
in doses sufficient to meet the situation the need 
for transfusion is considerably reduced. One 
gram of metallic iron should be given per day, 
and according to Elvehjen® the inorganic iron 
is better than the organic form, and Reimann and 
Fritsch™ long ago pointed out that the ferrous 
salts were probably more effective than the fer- 
ric. Reduced iron consists of about 100 per cent 
iron, but there is probably a relative waste in 
absorption as compared to other preparations. 
It is used commonly on the Continent. Ferri 
et ammonii citras and Vallet’s massa ferri car- 
bonatus each contain about 17 per cent iron, and 
6 grams per day would be a suitable amount to 
use. Blaud’s mass and saccharated iron car- 
bonate contain about 7 per cent iron and would 
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have to be used in double the amounts, at le. st, 
in order to effect the same results. Blaud’s 1, Ils 
contain so small an amount of metallic iron tat 
thirty to forty per day would be necessary to 
be the equivalent of the iron ammonium citrate 
or Vallet’s mass suggested. 

The iron should be given regularly or in 
courses, probably the former, since cessation in 
treatment and very simple complications tend to 
cause a relapse, the biologic equilibrium evidently 
being very delicately balanced. Occasionally, pa- 
tients object to the use of iron because of the 
development of nausea, diarrhea or cramps in 
the abdomen. These complaints are usually eas- 
ily overcome and may or may not be due to the 
iron, opinions differing on the subject. Hart and 
Steenbock’® since the publication of their paper, 
and certain writers, have advised the use of cop- 
per, presuming a catalytic action in conjunction 
with the administration of iron. Iron alone 
seems to be effective, and I doubt whether the 
use of copper is in any way an adjuvant. On 
the other hand, it is possible that the iron as 
administered may contain sufficient traces of cop- 
per so that a catalytic reaction may result. [i- 
nally, it is not to be forgotten that in patients 
who have a hyperchromic anemia in some meas- 
ure indistinguishable from the more severe type, 
particularly if macrocytes are present, liver treat- 
ment may be tried with distinct advantage. 
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THE DIAGNOSTIC SIGNIFICANCE OF PUPILLARY CHANGES* 


ARTHUR Epwarp Situ, M.D. 
Minneapolis 


USTIFICATION for a study of this kind, 
which is not based upon original research of 
any consequence, and which, therefore, does not 
pretend to enunciate any hitherto unknown facts, 
can only be based upon an effort to summarize, 
for purposes of practical clinical diagnosis, what 
appear to be the established facts in regard to the 
physiology and pathology of pupillary changes. 

In spite of the fact that the significance of 
these changes has been recognized from the 
earliest days of recorded medical history, it is, 
unfortunately, not at all an infrequent occur- 
rence, even at the present time, to find them 
overlooked or misinterpreted. 

Early recognition and correct interpretation of 
pupillary phenomena may be of great practical 
clinical importance. The movements of the iris 
border forming the pupil is dependent upon 
three factors: 

1. The action of the constrictor pupille mus- 
cle,.which effects the contraction of the pupil. 

2.. The action of the dilatator pupille muscle, 
which brings about the dilatation of the pupil. 

3. The function of the intrinsic nervous 
mechanism of the iris which, in the event of the 
isolation of the iris from its connections with 
the central nervous system, is capable of causing 
a contraction of the pupil. 

Our knowledge of many of the details of the 
anatomy of the nerve paths governing pupillary 
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movement is, unfortunately, incomplete. There- 
fore, in many instances, conclusions must be 
based upon physiological or pathological observa- 
tions rather than upon definitely demonstrable 
anatomical facts. However, the generally accept- 
ed conception in regard to the innervation of the 
pupillary muscles may be summarized as follows: 

The sphincter pupillz muscle is supplied by the 
parasympathetic fibers of the oculo-motor nerve. 

The dilatator pupille is innervated from the 
cervical sympathetic. 

30th sphincter and dilator are composed of 
smooth muscle formed from the anterior layer 
of the secondary optic vesicle and are, therefore, 
of ectodermal origin. 

Like smooth muscle in other parts of the body 
they are maintained in a constant state of tonus. 
The two muscles have a mutually antagonistic ac- 
tion and are maintained in a state of balance by 
reciprocal innervation, contraction of one being 
always accompanied by relaxation of the other. 

The constrictor mechanism is comparatively 
simple. That a mesencephalic center exists is 
obvious. This is probably located in the West- 
phal Edinger nucleus, a small-celled conglomerate 
under the anterior portion of the lamina quad- 
rigemina. 

The fact that ophthalmoplegia interna and 
ophthalmoplegia externa are sometimes associ- 
ated and sometimes observed independently 
would indicate that the center for the muscles of 
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the iris is near that supplying the extra-ocular 
muscles but distinct from it. 

The afferent pupillo-constrictor pathway be- 
gins in the retina and is continued in the optic 
nerve, chiasm and optic tract. It leaves the tract 
to reach the constrictor center. The efferent 
pathway is through the para-sympathetic fibers 
of the third nerve to the ciliary ganglion, where 
they are relayed and travel through the short 
ciliary nerves to the constrictor muscle. 

The nervous mechanism controlling the dila- 
tator pupille is extremely intricate. Derived 
from the cervical sympathetic, the motor fibers 
of the dilatator pupille leave the cord by the 
rami communicantes of the lower cervical and 
upper dorsal roots passing over the stellate gan- 
glion to the annulus of Vieussens where most of 
the fibers pass into the anterior cord. From here 
they run up the cervical sympathetic to the su- 
perior cervical ganglion. Up to this point the 
fibers have been medullated but the post gangli- 
onic fibers are non-medullated. They run in the 
carotid plexus to the Gasserian ganglion, where 
they join the nasal branch of the first division 
of the fifth nerve and reach the eyeball through 
the long ciliary nerves. 

There is a midbrain center probably located in 
the hypothalmic region and there are centers in 
the cortex (particularly in the frontal lobe) 
which are concerned with pupillary activity. The 
pathway from the cortical area does not decus- 
sate. However, a partial decussation does take 
place between the hypothalmic center and the 
spinal center. 

Lauber and others have demonstrated a deli- 
cate intramural iris plexus mixed with small 
ganglion cells. This is the intrinsic nervous 
mechanism of the iris to which reference has 
been made. We are concerned primarily with 
two principal reflexes: the light reaction acting 
through the reflex arc described as controlling 
the contraction of the pupil, and the sensory (or 
psychic) reflex acting through the sympathetic. 
Both reflexes are, of course, involuntary and un- 
conscious. The size of the pupil is dependent 
upon the balance between these two reflexes. 
The reaction to light, under normal conditions, al- 
ways affects both eyes, i.e., if the light falls into 
one eye only, the pupil of the other eye contracts. 
The contraction in the second eye takes place at 
the same time and in practically the same degree 
as that in the eye directly exposed to the light. 
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This consensual reaction is probably car: ed 
out by means of fibers which unite the two con- 
strictor centers in the third nerve nucleus. In 
addition to the reflexes the diameter of the pupil 
is influenced by what are termed associated 
reactions. 

The most important of these is the one which 
accompanies the adjustment of the eyes for near 
objects or what is known in the German litera- 
ture as the “Naheinstellungsreaktion.” This 
comprises convergence, accommodation and the 
vertical adjustment of the eyes to focus upon 
near objects. The muscles concerned are all in- 
nervated by the oculo-motor nerve, so that their 
associated action is the result of a simultaneous 
excitation of the portion of this nerve which sup- 
plies them. All associated reactions of the pupil 
result in a contraction. 

Abnormalities of the pupillary reactions result 
from three general causes: 

1. Local conditions in the eye. These may ap- 
pear as the result of disease affecting the eye it- 
self, such as glaucoma, sympathetic opthalmia, 
etc., or in diseases of the retina causing a dimi- 
nution or loss of vision. They may be the result 
of local conditions involving the iris itself, such 
as congenital anomalies, traumatisms or disease 
of the iris tissue. 

2. Conditions causing either stimulation or 
paralysis, partial or complete, of the nervous 
mechanism of the constrictor. 

3. Conditions giving rise either to stimula- 
tion or paralysis of the sympathetic nerve supply 
of the dilatator. 

In accordance with the double function of the 
retina and the opticus neurones carrying im- 
pulses to the higher visual centers, any damage 
to the retina or optic nerve affects not only the 
vision but also the reactions of the pupil. There- 
fore, in general, lesions causing a loss of vision 
also cause a loss of the light reflex as well. This 
constitutes the so-called amaurotic pupillary 
paralysis. Sometimes, when the destruction is 
less complete, the loss of vision is only partial 
and then the pupillary reaction may be sluggish 
but not entirely absent. 

A number of cases have been reported of dis- 
ease of the retina or optic nerve giving rise to 
atrophy and total loss of light perception, in 
which there has been a retention of the pupillary 
reflex. Bumke, von Hess and others have ex- 
pressed the opinion that in most instances the 
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tests have not been made under properly con- 
trolled conditions, but enough instances have 
been observed by dependable clinicians to estab- 
lish the fact that this does, in rare instances, 
occur. This can only be explained by the as- 
sumption that the fibers in the retina and optic 
netve concerned with the pupillary reflexes are 
distinct from those subserving vision. These 
cases must, of course, be carefully differentiated 
from those resulting from lesions of the higher 
visual tracts, that is the occipital cortex and optic 
radiations. 

Our present methods of testing the reactions 
of the pupil leave much to be desired. There is 
no generally accepted standard of intensity of 
illumination. It is possible only to estimate 
roughly the reaction time except with special 
apparatus (motion pictures, etc.) which would 
not be available to the clinician. The testing of 
the light reaction consists in the observation of 
the response of the pupil to variations in inten- 
sity of light. This is, then, a “Differenzreaktion” 
in which a constant light adaptation is assumed. 
The reaction should be tested in light that is not 
too bright and so arranged that the illumination 
falls equally upon the two eyes. In order to elicit 
a strong response in testing the near-adjustment 
reaction, it is advisable to have the patient look 
first in the distance and then suddenly fix his 
attention on an object held about 10 cm. from the 
eye. This test should be made in subdued light. 

I will now consider, as briefly as possible, cer- 
tain of the more important derangements of pu- 
pillary reaction. 

Reflex immobility of the pupil was first de- 
scribed by Argyll-Robertson in one of the classic 
contributions to medical literature. It is the most 
widely known and frequently mentioned of all 
pupillary signs but there is still a considerable 
vagueness of conception and some diversity of 
opinion as to exactly what constitutes a true 
Argyll-Robertson pupil. The impression that it 
is simply one which reacts to accommodation but 
not to light is responsible for many incorrect di- 
agnoses. The most logical conception of the 
Argyll-Robertson pupil is that of McGrath. He 
defines it as “a complex phenomenon consisting 
of various components, all equally important and 
invariable,” these components being: 

1. Alteration in the size of the pupil (miosis). 

2. Alteration in the form (irregularity). 

3. Inequality in size. 
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4. Impairment or loss of the light reflex. 

5. Alterations in the color and texture of tlie 
iris. 

Even at the present time, nearly sixty-four 
years after the publication of Argyll-Robertson’s 
monograph, there is a diversity of opinion as to 
the location of the lesion causing this condition. 
It must, of course, be somewhere in that portion 
of the reflex path which lies between its centripe- 
tal limb (optic nerve) and its centrifugal limb 
(oculo-motor nerve). 

The most generally accepted theory is that it is 
located in the course of the afferent fibers run- 
ning from the optic tract to the mesencephalic 
center, but McGrath outlines very convincing 
reasons for believing it to be in the ciliary 
ganglion. 

However this may be, in order to establish a 
diagnosis of true reflex immobility of the pupil 
the changes described above must be present. 
The pupil is always miotic. In monocular cases, 
therefore it is always smaller on the affected side. 
It further tends to lose its roundness and become 
irregular in shape. This has been attributed, even 
in very recent literature, to irregularity in the 
relaxation of the sphincter tonus but convincing 
evidence has been adduced to the effect that it is, 
in reality, due to trophic changes in the iris tissue. 
The resulting atrophy can often be demonstrated 
even without the slit lamp. Developing unevenly 
in different sectors of the iris, it is the real cause 
of the irregularity in the shape of the pupil. 

The question of an exact conception of what 
constitutes a true Argyll-Robertson pupil is not 
a mere academic one but is of very definite clini- 
cal importance since it is, when present, an evi- 
dence that a degenerative process is at work in 
the nervous system. 

I do not believe that the true Argyll-Robertson 
pupil, in which all of the mentioned character- 
istic findings are present, is ever found in any- 
thing except cases of syphilis of the nervous sys- 
tem. 

It has been described as being observed in epi- 
demic encephalitis, in tumors of the corpora 
quadrigemina, in chronic alcoholism, in diabetes 
and, in monocular form, in herpes zoster oph- 
thalmicus, etc. Careful examination of these 
cases will, however, demonstrate that they do not, 
in all particulars, meet with the requirements of 
this definition and are not, therefore, to be 
classed as true Argyll-Robertson pupil. 
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It is of importance to differentiate clearly be- 
tween the cases of true reflex iridoplegia and 
those of the various types of pseudo reflex par- 
alysis. Axenfield first described certain traumatic 
oculo-motor paralyses in which, in spite of the 
apparently complete absence of the light reaction, 
the near-adjustment reaction remained unim- 
paired. Many of these traumatic cases (mostly 
monocular) have been reported in which a com- 
plete, or nearly complete, oculo-motor palsy 
cleared up entirely except for the permanent loss 
of the light reflex. It is probable that in such 
cases a degeneration begins in the fibers of the 
oculo-motorious near the nucleus and involves 
the nucleus secondarily. It is assumed that in the 
portion of the nucleus supplying the sphincter 
the regenerative process begins later and is less 
complete. Therefore a certain functional weak- 
ness remains which manifests itself in a loss of 
reflex excitability. 

The tonic pupillary reaction—In 1902 Stras- 
burger and Saenger, working independently, 
called attention to this entity. It has been re- 
ferred to as “Pseudo Argyll-Robertson pupil 
with absent knee jerks. It has probably been mis- 
interpreted more frequently than any other pu- 
pillary sign. In it there is a tonic contraction, on 
accommodation or convergence, of a pupil which 
apparently does not react to light. 

The fact that it is often associated with the 
absence of one or more of the tendon jerks has 
made it particularly liable to be mistaken for the 
pupil of tabes. 

It occurs characteristically in healthy young 
people. The failure to react to light is not com- 
plete. 

If these patients are kept in a dark room for 
an hour the pupils dilate to about an equal size. 
If they are then exposed to bright light the ab- 
normal pupil first contracts slowly and then re- 
turns to its original size. 

The reaction to adjustment appears 
slowly but eventually is greater in extent than 
the normal reaction. It is very easily differen- 
tiated from the true Argyll-Robertson pupil as 
the accompanying table will show. 

The fact that the tonic pupil is capable of con- 
tracting through a wide range shows that we are 


near 


not dealing with a true paralysis. As Adie says, 
“The tonic reaction seems to be the expression 
of an unique kind of perversion of pupillary ac- 
tivity.” 


[October, | 33] 


Its frequent association with abolished kee 
jerks and its characteristic appearance in paticnts 
in whom the most searching physical examination 
does not reveal any evidence of disease, makes 
it a really unique clinical entity and one whicl is 
very difficult, in the present state of our knowl- 
edge, to explain satisfactorily. 


ARGYLL-ROBERTSON 
PUPIL 


Invariably small. Miosis, 
in monocular cases, in af- 
fected eye only. 


TONIC PUPIL 
Invariably larger in the 
affected eye. 


Constant in size and un- 
affected by light and shade. 


Weak reaction to 
after prolonged 
dark room. 


light 
stay in 


Bilateral in 95 per cent of 
cases. 


Usually unilateral. 


Contracts promptly and 
fully on near adjustment 
and dilates promptly when 
convergence and accom- 
modation are relaxed. 


Contracts very slowly on 
near adjustment and di- 
lates slowly on its relaxa- 
tion. 


Dilates slowly and incom- 


] Dilates rapidly and com- 
pletely with mydriatics. 


pletely with atropine or 
cocaine. 


Pupil tends to become ir- 
regular in outline as a re- 
sult of trophic changes in 
iris tissue. 


Pupil remains regular in 
form. The iris tissue is 
normal. 


Very much rarer than the Argyll-Robertson 
pupil is the opposite condition in which the pupil 
responds to light but fails to react on adjustment 
to near objects. 


This condition may be the result of disease or 
traumatism. The precise location of the causa- 
tive lesion is unknown. This phenomenon has 
been observed as a congenital peculiarity, in 
atypical tabes and in the late stages of epidemic 
encephalitis. 

Absolute pupillary paralysis.—In this condition 
the pupil fails to react to any of the stimuli men- 
tioned. It is, of course, not strictly accurate to 
classify this condition as an absolute paralysis 
since the dilatator muscle continues to function. 
However, in the absence of any function in the 
sphincter, the action of the dilatator is of little 
consequence and the condition may be regarded, 
clinically, as a complete paralysis. 

The great majority of cases of absolute pupil- 
lary paralysis are dependent upon a sphincter 
paralysis in the eye itself but the arrangement of 
the structure of the centrifugal pupillary path- 
ways is such that lesions of various anatomical 
characteristics may result in this condition. The 
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lesion may be in the sphincter nucleus, in the 
trunk of the oculo-motor nerve, the ciliary gan- 
glion or the short ciliary nerves. It may, indeed, 
be supra-nuclear. In the latter event, with a com- 
plete loss of both light and near-adjustment re- 
actions, the lid closure reflex is not only retained 
but heightened. 


Absolute pupillary paralysis may be a congeni- 
tal anomaly. In acquired cases, the most frequent 
cause is a cerebral syphilis. In patients in whom 
the paralysis of the pupil is associated with 
paralysis of the accommodation, the cause will 
be less likely to be lues and more probably the 
result of disease of the nasal accessory sinuses, 
botulism or some toxemia of unknown character. 

Spastic mydriatic paralysis—This rather rare 
condition is the result of a state of contraction of 
the dilatator pupille which is ordinarily asso- 
ciated with an inhibited sphincter tonus. This 
condition is observed in head injuries, in epileptic 
seizures, in extreme alcoholic intoxication and in 
schizophrenia. Sometimes, in highly neurotic pa- 
tients and in post-traumatic hysterias, the result- 
ing sensory or psychic excitation of the sympa- 
thetic may become a true spastic mydriatic paral- 
ysis and last for a considerable time. 

Pupillary abnormalities due to affections of 
the sympathetic nerve supply to the dilatator may 
result from an excitation or a paralysis. Muiosis 
and a narrow palpebral fissure may indicate in- 
terference with the conduction in the sympathetic 
tract. Much less frequently dilatation of the 
pupil and retraction of the upper lid with con- 
sequent widening of the fissure may accompany 
irritation of the sympathetic. 

The oculo-pupillary syndrome resulting from 
a destructive lesion of the sympathetic fibers 
may be found in disease of any part of the tract. 
It may be met with in traumatisms of the cervi- 
cal cord and in traumatic lesions of the brachial 
plexus in which the first dorsal root is injured 
close to its connection with the coard. 

Accidental or operative wounds in the neck 
may affect the ascending sympathetic fibers. Dis- 
eases or neoplasms involving the medulla or the 
cord down to the level of the upper dorsal roots 
as well as intrathoracic aneurysms or mediastinal 
tumors may give rise to irritation and later to 
paralysis of the dilatator of the pupil. Pulmon- 
ary disease, particularly tuberculosis, may affect 
the pupil in the same manner and pupillary in- 
equality is sometimes observed in aortic diseases. 


However, in affections of the aorta in syphilitic 
patients the anisocoria may be due to a concomi- 
tant tabes dorsalis. 

To go into a detailed discussion of the various 
rarer anomalies of the pupillary reactions such 
as the different forms of paradoxical or inverted 
reactions, etc., would require an inordinate 
length of time and be of little general practical 
interest. 

I should like to consider briefly, in closing, the 
pupillary phenomena observed following head in- 
juries. In severe head trauma the pupillary signs 
appear early and are of great significance both 
in regard to the localization of subdural or epi- 
dural hemorrhage and in indicating the progno- 
sis. In fact, the condition of the pupils is the 
most dependable sign in the determination of the 
site and the degree of the brain compression. It 
is much more dependable, for instance, than an 
accompanying hemiplegia. In severe head in- 
juries the pupil on the side of the beginning com- 
pression at first reacts sluggishly. Later it be- 
comes pinpoint and fixed, usually finally dilating 
slowly. 

So far as the prognostic significance of the 
pupillary signs are concerned, it may be said that 
if the pupil is dilated but reacts to light, the prog- 
nosis is good. 

If the pupil is dilated and fixed, the prognosis 
is extremely grave. Nearly 95 per cent of the 
patients in whom this is observed die. 

When a dilated pupil which at first reacts to 
light later becomes fixed, a fatal outcome is to 
be expected in about 30 per cent of the cases. 

In patients in whom the pupil remains con- 
tracted and fixed the mortality is about 70 per 
cent. 

Decompression will reveal the injury on the 
same side as the affected pupil even though there 
be a homolateral hemiplegia. The possibility of 
bilateral injury or hemorrhage should, of course, 
not be overlooked. 

The use of morphine or mydriatics in patients 
with recent head injuries obscures the pupillary 
signs and deprives the attending surgeon of valu- 
able information. 
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INFECTIOUS ERYTHEMA 


A REPORT OF TEN CASES OBSERVED DURING AN EPIDEMIC OF MEASLES IN 
NORTH SAINT PAUL, MINNESOTA 





Ernest W. Cowern, M.D. 
North Saint Paul, Minnesota 


ETWEEN March 8, 1933, and May 30, 1933, 

there occurred in the village of North Saint 
Paul, Ramsey County, an epidemic of measles 
numbering about 100 cases. 

At the same time there were seen ten cases of 
an eruption which, at first sight, suggested 
measles or scarlet fever, but which, on close ex- 
amination, proved to be neither. 

In thirty years’ experience with contagious 
diseases the writer had never seen anything like 
this condition, or, if he had, had failed to recog- 
nize it. Two of the cases occurred during the 
Easter vacation, and were reported by the moth- 
ers. The others were picked up in school where 
a daily inspection of the children in the lower 
grades of both the public and parochial schools 
was made either by the county nurse, the teach- 


ers, or myself. The purpose of this examination 
was to limit, if possible, the spread of the meas- 
les epidemic. 

Of the ten cases only one was in the parochial 
school. There were four grades represented in 
the public school, and one, the sixth, in the paro- 
chial. The public school grades involved were 
the first with one case, the second with two 
cases, the third with three cases, the sixth with 
one case, and the seventh with two cases. There 
were four males and six females. The ages ran 
from six to fifteen years, with an average age 
of 10.1. Apparently there was no connection be- 
tween any of the cases, nor was there more than 
one case in any family. 

The accompanying chart gives all these details 
and some others. The fact that several erupted on 
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| Date |Dura-| History| Pro- |Subjec- Scar- 
of erup-| tion jof expo-|dromal| tive | Nature Area of Meas-| let 
Case Age|Sex| Grade} Church} tion in sure | symp-| symp- | of rash | distribution les | fever 
days toms | toms 
1.A.S 9|F 3 Naz. | 4-6-33 3 0 0 0 Scarlat. | Trunk and x xX 
extremities 
2. W.H 8|M 2 0 4-11-33] 3 0 0 | I. B. | Scarlat.| Lowerhalfab-| X 0 
domen and 
back. Scapular 
3LS. |ulFl 6 | Pres. | 4-17-33) 2 0 0 | 1.B. | Mixed | Upperandlow-| X x 
| er extremities | 
46.z.| 9|M| 3 |G. |41833) 1 | 0 0 | I. | Discrete| Both legs x | 0 
-——_———||———-| —__} | 
15.D.K.|| 6|F| 1 | &. 5-14-33} 7 0 0 | 1.B. | Mixed | Both upper 0 0 
Luth | extremities 
6.c.s. }15|M| 6 | R.C. |5-15-33) 3 | 0 0 | 0 | Mostly | Right upper 
| | | Discrete] extremity xX Xx 
l7zcs. ] 9| Fl 3 /cG. |5-1633| 2 0 0 I. | Mixed | Both upper x 0 
| Luth. extremities 
— aE meee | | 
8.L.M.|}13|F} 7 Pres. | 5-16-33) 5 0 0 | I. B. | Mixed | Both upper XX 0 
| | | extremities 
9.G.B.|13|F] 7 | Pres. | 5-16-33) 3 | 0 0 | B | Mixed | Upper andlow-| X | X 
| | er extremities 
lio R.s. || 8}M| 2 |G. {5-17-33} 7 | © | Pain | B. | Mined | Both upper 
1 | Luth. in | extremities | O xX 
I stom- 
| | ach | 
Note: Under subjective symptoms I indicates itching; B, burning. 


or about the same time might point to a common 
source of infection but neither an examination of 
the grade or of the church affiliation sheds any 
light on this point. Of the ten children, seven had 
had measles (one twice) and one developed them 
later. Five of the ten had had scarlet fever. 
The rash was macular in nature, of a color 
varying from different shades of red up to a 
violaceous hue. It was partly discrete, partly 
confluent ; in some cases there were areas of solid 
color, and, in others, a peculiar lace-like arrange- 
ment. At times, it was distinctly morbilliform 
in character, and again scarlatiniform. In most 
cases, a casual glance suggested measles so 
strongly that the mothers of the patients almost 
always thought it was measles. As I said be- 
fore, there were areas, in some cases, that sug- 
gested scarlet fever, and in one case, number one 
of the series, I was sorely tempted to class it as 
such notwithstanding the fact that all the so- 
called classical symptoms were absent, and the 
child had had the disease only a few months 
before. 
The duration of the rash was generally short. 


It varied from one to seven days, with an av- 
erage of 3.6 days. Occasionally, it would dis- 
appear only to show up again under the influence 
of heat, or the friction of the clothing, etc. In 
one case, there was slight edema of the legs. 
There was no staining of the skin as is seen so 
frequently in measles during the convalescent 
stage, nor was there any desquamation, as far 
as my observation went. 

The distribution of the rash was usually bi- 
lateral and symmetrical. In some cases the upper 
extremities were the only parts involved; in 
others, the upper and lower extremities. In one 
case, the legs alone were involved; in another, 
one arm only. In another case, the eruption was 
general except for the face. There was one case 
where the eruption was confined to the lower 
half of the abdomen and back, and to the scapu- 
lar region on both sides. /n no case was the face 
involved. The most significant things in connec- 
tion with this condition were the almost total ab- 
sence of prodromal symptoms, the lack of asso- 
ciated symptoms of any moment, and the eva- 
nescent character of the rash. There was no case 
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of fever, sore throat, vomiting, enlarged glands. 
coryza, cough, or Koplik’s spots. In one instance, 
Case 10, there was a slight gastric disturbance 
four days before the appearance of the rash, but 
[ am not at all sure it had anything to do with 
the disease ; in fact, I think it very unlikely. The 
same child showed a slight injection of the con- 
junctiva. Subjective symptoms following the 
eruption of the rash were confined to itching and 
burning in three instances, itching alone in two, 
and burning alone in two, while two had no 
symptoms whatever. 

Here, then, was a condition slightly resembling 
measles, and, to a much less extent, scarlet fe- 
ver, but which was obviously neither. 

What could it be? The answer is found, I 
believe, in infectious erythema. 

In a paper of this kind it is neither necessary 
nor advisable to enter into the history of a dis- 
ease or to review the literature that has sprung 
up regarding it. This has been done by others, 
and particularly, within the last few years, by 
Lawton and Smith of New Haven, Connecticut, 
in an article published in the Archives of Inter- 
nal Medicine for January, 1931. They have given 
a sufficient, although not inclusive, bibliography. 
A recent article worth mentioning is that of Coe 
and Kelly in the January, 1932, issue of Califor- 
nia and Western Medicine, reporting an epidemic 
in Berkeley, California. There is a paucity of 
American reports of this disease which is due, I 
suppose, either to the fact that it is rare in the 
United States, or that it is unrecognized. 

However, | am inserting what | may call the 
accepted high lights of this condition so that 
comparison and comment may be made thereon. 
The material | am using in the following para- 
graphs is taken from Feer’s “Pediatrics.” Any 
italics are mine. 

1. It is a well defined infectious disease which runs 
its course without any serious disturbance of the gen- 
eral health. 

2. Its most important symptom is a large macular 
and frequently confluent exanthem covering the face 
and the extensor surfaces of the limbs. 

3. It resembles measles. 

4. Sporadic cases occasionally appear and frequently 
fail of diagnosis. 

5. It commonly occurs in small epidemics confined 
within an institution or a single school. 


6. Spring is the season in which such outbreaks are 
usually seen. 
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7. They are said to occur coincidentally with mea 
and rubella. 

8. Most cases are in children; the oldest person 
served was twenty years of age. 

9. The method of contagion is not definitely kno\:n, 

10. Direct transmission seems infrequent although 
it has certainly been noted. 

11. The period of incubation varies from seven to 
fourteen days. 


12. Restlessness, general malaise and slight sore 


throat may precede the eruption, but are usually absent. 

13. The rash is usually the first sign and appears 
first and more distinctly on the face and the extremi- 
ties. On the cheeks, large bright red and markedly 
raised spots resembling variola are seen. These enlarge 
and rapidly become confluent. The cheeks are markedly 
congested, very red, hot, and infiltrated. The region 
about the nose and mouth is frequently clear, but the 
forehead is usually involved. Upon the chin and about 
the ears there is a characteristic demarcation between 
the normal skin and the irregularly raised edges of the 
exanthem. 

14. Besides the face, the extensor surfaces of the 
upper extremities are most frequently and markedly 
involved. The rash is also definite over the buttocks 
ands legs where the selection of the extensor over the 
flexor surfaces is not so great. 

15. The eruption is usually bilaterally symmetrical. 

16. The trunk usually remains free. 

17. The rash takes on a cyanotic or 
brownish tint. It usually disappears rapidly and _ oc- 
casionally leaves a slight pigmentation. 
distinct desquamation. 


sometimes 
There is no 


18. The eruption usually lasts about a week. 
19. There is no record of any complication. 


20. Koplik spots are never seen in this condition. 


There is a very substantial accord between 
Feer’s description of the disease and the symp- 
toms observed in my cases. However, there is 
one very marked difference, and that is in regard 
to the eruption on the face. Feer, and others. 
regard this as almost a sine qua non, but, in my 
cases, it was entirely absent. Occasionally a 
writer says that there may be an eruption on the 
face, but most reporters insist on it as essential. 

As to the preference of the rash for extensor 
surfaces, my experience agrees with that of 
others. The fact that this disease appears coin- 
cidentally with measles seems to me to be rather 
significant, and suggests a relationship compar- 


able to that now known to exist between herpes 


zoster and 


had 


been known for 5,000 vears before it was dis- 
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covered that under certain conditions it was ca- 
pable of producing chickenpox. 

It is within the range of possibility that some 
day we shall have reason to believe that measles 
gives us infectious erythema. 

SUMMARY 

A series of ten cases of infectious erythema 

is reported. 
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These cases occurred during an epidemic of 
measles. 

It is suggested that infectious erythema may 
bear more than a casual relationship to measles, 
possibly an analogous one to the relationship be- 
tween herpes zoster and chickenpox. 

It is believed that this is the first time infec- 
tious erythema has been reported in Minnesota. 





SEPTICEMIA FOLLOWING OPERATION: REPORT OF TWO CASES 


Setma C. Muetter, M.D.,+ and James C. Masson, M.D.¢ 
Rochester, Minnesota 


ECAUSE of interesting and varying fea- 

tures, a comparison is presented of the etio- 
logic factors, clinical course, and outcome in two 
cases of infection of the blood stream. In one 
of the cases the septicemia (hemolytic strepto- 
coccus ) developed apparently on the basis of se- 
vere thrombophlebitis following vaginal hyster- 
ectomy ; symptoms appeared nine days after op- 
eration. In the other case severe cystitis and in- 
fection of the blood stream with Aérobacter 
aérogenes, an organism closely associated with 
the colon bacillus, followed total abdominal hys- 
terectomy; symptoms appeared twelve days 
after operation. : 

In the literature, a far greater number of in- 
fections of the blood stream is credited to strep- 
tococci and staphylococci than to the colon group 
of organisms. However, as stated by Cabot and 
Crabtree, the colon bacillus is probably present 
in the blood stream more commonly than is sus- 
pected. The clinical course of septicemia is much 
the same, no matter what the infecting organ- 
ism may be. An irregular, “septic” type of tem- 
perature, frequently with chills, is the outstand- 
ing clinical sign. When death occurs, the termi- 
nal temperature is usually very high. If the pa- 
tient recovers, the daily peaks in the record of 
temperature become gradually lower, and finally 
the temperature returns to normal. Septicemia 
caused by any organism should be looked on as 
serious, but determination of the type of infect- 
ing organism may have some prognostic signifi- 
cance. According to Jacob, the highest mortality 


+Fellow in Surgery, The Mayo Foundation, Rochester, Minne- 
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rate from septicemia occurs in cases caused by 
staphylococci (88.2 per cent) whereas the low- 
est mortality rate is noted in cases of general- 
ized sepsis caused by colon bacilli (40 per cent). 
The low mortality rate probably also holds for 


- infections with Aérobacter aérogenes. A very 


serious type of infection, not mentioned by Ja- 
cob, and fortunately not frequently observed, is 
that due to Bacteroides, a Gram-negative anaéro- 
bic organism which appears late in cultures. In- 
fection with this organism causes death in prac- 
tically all cases. Metastatic foci of infection do 
not occur frequently in streptococcic infections 
and very rarely in infections with colon bacilli. 

In most clinical reports of septicemia caused 
by colon bacilli the closely related organism, 
Aérobacter aérogenes is not mentioned. Never- 
theless, probably some of the infections described 
have been caused by the latter organism, since it 
is present in a large percentage of the feces of 
man. 

The treatment of septicemia has changed with- 
in the last two decades. In addition to the usual 
strict regimen of rest in bed with administration 
of plenty of fluids, specific vaccine has been ad- 
ministered; transfusions of blood have been 
given, and various dyes or chemicals have been 
injected intravenously, with a view to sterilizing 
the blood stream. 


REPORTS OF CASES 


Case 1.—A married woman, aged thirty-eight years 
came to the clinic August 19, 1932. She related that her 
father had died of carcinoma of the liver. She had 
divorced her first husband in 1918 after discovering 
that he had syphilis, and had married again in 1924. 
She had never been pregnant. Menstruation always had 
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been normal. She complained of pruritus, paresthesia 
affecting the hands and feet, and unstable gait; these 
symptoms had been very troublesome since July. Her 
trouble dated back to 1924, when she had been operated 
on elsewhere because of pains in the legs. At that time, 
the right ovary was said to be diseased and was re- 
moved, together with the appendix. During a stormy 
convalescence, a positive Wassermann test was ob- 
tained (4+-) and specific treatment was given. In 1928, 
treatment for syphilis was again given, because of re- 
turn of the pains in the legs. In January, 1932, nerv- 
ous symptoms began and gradually progressed, and in 
July, 1932, paralysis appeared, and endured for five 
days. 

The patient’s gait was unstable, and she walked with 
her feet wide apart. The Romberg sign and Argyll- 
Robertson pupils were present. The right patellar re- 
flex was absent and Achilles tendon reflexes were ab- 
sent bilaterally. Astereognosis was present. Examina- 
tion of the pelvis revealed a large cystic mass on the 
right side. The blood pressure was 90 systolic and 80 
diastolic in millimeters of mercury. The value for 
hemoglobin was 13.7 gm. in each 100 c.c. of blood. 
Leukocytes numbered 16,300 in each cubic millimeter 
of blood and the proportion of polymorphonuclears was 


73 per cent. The Kline and Kahn tests on the blood . 


were graded 1+, and the Kolmer modification of the 
Wassermann reaction, applied to the cerebrospinal 
fluid, was reported as 4+, 4+, 4+ and 1+. A cathe- 
terized specimen of urine was acid in reaction, con- 
tained hyaline casts graded 1, but neither albumin nor 
sugar. The patient was placed in hospital and anti- 
syphilitic treatment was begun. 

September 14, right odphorectomy, total abdominal 
hysterectomy and left salpingectomy were performed 
for right intraligamentous ovarian cyst, chronic cervi- 
citis and endometritis. A great many adhesions were 
found throughout the pelvis, especially about the blad- 
der, uterus and sigmoid. For the first twelve days 
after operation convalescence was uneventful. The pa- 
tient had been up for one day when a septic type of 
temperature set in, accompanied by frequency of urina- 
tion. A specimen of urine contained albumin graded 
2 and pus graded 4. The number of leukocytes in each 
cubic millimeter of blood rose to 31,500 and the value 
for blood urea to 80 mg. in each 100 c.c. The tempera- 
ture rose to 103° or 104° F. practically every day. 
Blood cultures made October 4 and October 6 con- 
tained Aérobacter aérogenes after four to seven days’ 
growth. October 6, cystoscopic examination revealed 
that the walls of the bladder were coated with purulent 
exudate. Both ureters were catheterized, but no evi- 
dence of retention was found. Urine from the ureter 
on each side was clear. 

Treatment consisted of rest in bed, forced intake of 
fluids, administration of urinary antiseptic substances, 
and the usual general measures. In addition to this, the 
bladder was irrigated with silver iodide and gentian 
violet three times daily on various occasions. An in- 
travenous injection of 10 c.c. of 1 per cent solution of 
mercurochrome was given on one occasion, but, because 
of a severe reaction, was not repeated. Gentian violet, 
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80 c.c. of a 0.25 per cent solution (5 mg. per kg. of 
body weight) was given intravenously daily for «ne 
week. The temperature fell by lysis, remaining nori jal 
from the fortieth to forty-eighth day. On the forty- 
ninth day it again rose, reaching 102° F., but gradu lly 
dropped back to normal. The patient was dismissed 
from the hospital on the fifty-fifth postoperative day. 
The voided urine still contained pus, but the symptoms 
of cystitis were subsiding. 

Case 2—A married woman, Jewish, aged forty-six 
years, came to the clinic June 30, 1926. She had been 
married twenty years and had seven living children, 
Her family history revealed nothing of note. She came 
to the clinic because she felt weak and tired. Menses 
had been regular until four months before, when the 
flow had become scanty and the periods of flow had 
appeared at irregular intervals of two to three wecks: 
she noticed “spotting” between periods. 

The patient was obese, and her heart was slightly 
enlarged. A small, umbilical hernia was present. Vari- 
cose veins were present along the course of the left 
internal saphenous vein. There was marked perineal 
laceration, uterine prolapse, rectocele, and cystocele. 
The uterine cervix was enlarged, cystic, lacerated, and 
the posterior lip was everted. The blood pressure was 
130 systolic, and 88 diastolic in millimeters of mercury. 
The specific gravity of the urine was 1.031. Otherwise 
examination of urine and blood gave essentially nega- 
tive results. 

July _9, 1926, a Mayo vaginal hysterectomy and peri- 
neorrhaphy were done. For the first nine days after 
operation, without obvious cause, there was a moder- 
ate, sustained elevation of temperature. The highest 
temperature at this period was 102.5° F. On the tenth 
postoperative day the temperature suddenly rose to 103° 
then to 106° F. and the pulse rate to 112 each minute. 
Tenderness, indicative of thrombosis appeared along 
the left saphenous vein, accompanied by considerable 
induration and tenderness of the inguinal lymph nodes. 
Thrombi could not be palpated in the superficial varicos- 
ities of the leg. By the eleventh postoperative day the 
thrombotic process in the thigh had extended to the 
leg, and the temperature by rectum rose to 108.6° F. 
Leukocytes numbered 17,400 in each cubic millimeter of 
blood, and a chill occurred. For the next ten days the 
temperature by rectum varied from 100° to 109° F. and 
the pulse rate varied from 90 to 190 each minute. Blood 
culture was negative on the thirteenth postoperative 
day, but was positive for hemolytic streptococci on the 
fourteenth postoperative day. 

Treatment consisted of elevation of the leg, applica- 
tion of ice packs, and the usual general measures. In- 
travenous injection of 10 c.c. of 1 per cent solution of 
mercurochrome was given on two successive days, 
without apparent benefit. Then 100 c.c. of 0.25 per cent 
solution of gentian violet (5 mg. per kg. of body 
weight) was given intravenously on two days, and 
later 10 c.c. and 20 c.c. amounts of 1 per cent mercuro- 
chrome. On the twentieth postoperative day, an area 
on the left thigh was fluctuant; this was incised and a 
large amount of foul pus escaped. In spite of all ef- 
forts, the patient’s strength gradually failed and she 
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died on the twenty-second day after operation, with a 
temperature of 108° F. (Fig. 1). 


COMMENT 


The infecting organism and its site of entrance 
into the blood stream were entirely different in 
the two cases. In Case 1, separation of many old 
inflammatory adhesions no doubt caused some 
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trauma to the wall of the bladder, and prepared 
the soil for infection with an organism which 
presumably traveled there from the colon, by way 
of the lymphatic channels. However, a retention 
catheter had been placed in the bladder and was 
allowed to remain for the first ten days after op- 
eration. The colon bacillus has been found in the 
urethras of normal women. If the colon bacillus 
occurs on the normal urethral mucosa, presum- 
ably Aérobacter aérogenes also occurs there, and 
it is possible that the cystitis in Case 1 was ini- 
tiated by the contamination and _ irritation 
caused by the catheter. Whatever the origin of 
the cystitis, since there was no pyelitis, as was 
shown by examination of urine obtained by ure- 
teral catheter, the invasion of the blood stream 
doubtless originated in the bladder. Although the 
bladder itself is not a common site of origin of 
infection of the blood stream, Felty found that 
more than half of a series of twenty-eight cases 
of septicemia caused by colon bacilli arose from 





633 


infection in the urinary tract. Jacob placed the 
urinary tract second in order of significance 
among portals of entry of colon bacilli in cases 
of septicemia; the gallbladder, he said, was the 
most common portal. Recently there has oc- 
curred at the clinic another case of infection of 
the blood stream with Aérobacter aérogenes in 
which the patient recovered following cholecys- 
tectomy. 

In Case 2, the infecting organism can be as- 
sumed to have invaded the blood stream from the 
severe thrombophlebitic process of the left thigh 
and leg, since no other regions of inflammation 
were found on repeated physical examination. 
Septicemia following thrombophlebitis is rela- 
tively rare, but does occur. That a human being 
could withstand a temperature of 108° and 
109° F. even for short periods at a time, for ten 
consecutive days, is almost unbelievable. 

Whether any significance can be attached to 
the recovery of the patient in Case 1, following 
treatment with dyes, is questionable. Young and 
his colleagues have expressed the belief that in- 
travenous injection of antiseptic substances is 
valuable. In another case of septicemia caused 
by Aérobacter aérogenes, recently seen at the 
clinic, the patient was given mercurochrome in- 
travenously and recovered. The patient in our 
Case 1, whose infection was with the same or- 
ganism, was treated, in the main, by intravenous 
injection of gentian violet, and also recovered. 


SUMMARY 


In a case of septicemia caused by Aérobacter 
aérogenes, the portal of entry was probably the 
bladder. In another case, caused by hemolytic 
streptococci, the infection probably arose in a se- 
vere thrombophlebitic process of the left thigh. 
The patient in Case 1 recovered, but the patient 
in Case 2, whose temperature reached extreme 
heights and whose pulse was at times extremely 
rapid, died. 
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TULAREMIA FOLLOWING WOOD-TICK BITE* 


Georce Faur, M.D. 
Minneapolis 








Medical students are very apt to think of tularemia 
as rabbit’s disease. The case | am about to present 
will serve to remind you that the early work on tula- 
remia was done on cases which were associated with 
the bites of insects and will tend to keep fresh in your 
minds the fact that the wood-ticks of Minnesota are 
badly infected with B. tularense and that cases of 
tularemia will be found in Minnesota from time to 
time associated with the hite of wood-ticks. 

This patient, a man fifty-two years of age, came to 
the hospital on May 19, 1933, because he had been hav- 
ing a pain in the chest for some weeks past. He started 
to have a cough and bloody sputum two days before 
entrance. On entrance into the hospital, the patient was 
found to have a temperature of 103, respiration of 
from twenty-two to thirty-two per minute, a pulse rate 
of about 110, and pain in the chest. On percussion of 
the chest, the note appeared to be normal and on aus- 
cultation, the breath sounds and voice sounds seemed 
to be normal. There was no increase in tactile fremi- 
tus. Many crepitant rales and bubbling rales were 
heard at the left base and in the left axilla and a few 
crepitant rales were heard at the right base. There 
were no enlarged lymph glands palpated, but on the 
right arm near the axilla, there was one somewhat red- 
dened, indurated area where the patient had been bit- 
ten by a wood-tick the day before and there was one 
wood-tick still adherent to the right arm near the 
axilla. This wood-tick was removed, but unfortunate- 
ly was not sent over to Dr. Greene for culture. The 
white blood count was 7,200. A single film taken of the 
chest showed linear accentuation of both basilar trunks, 
more marked on the right side where the appearance 
indicated a pneumonic process, possibly in the state of 
re ‘solution. A chest plate taken one week later showed 
“a bilateral bronchopneumonic process which appears 
to have increased slightly since the original study. 
This increase is in the left lower lobe. Conclusion: 
Bronchopneumonia, bilateral.” A diagnosis of acute 
bronchitis with bronchopneumonia patches in both 
the left and right lower lobes was made. The patient's 
temperature remained around 103 for one week, after 
which it started to go down and was normal on the 
thirteenth day after admission to the hospital. During 
this period, a white count was taken on two other oc- 
casions. Five days after entrance into the hospital, it 
was 5,400 with a normal differential count and nine 
days after entrance into the hospital, it was 6,200. At 


Clinic for Seniors at the Minneapolis General Hospital. 


no time was there any leukocytosis. At the end of two 
weeks, the bronchopneumonic process had almost com- 
pletely cleared up. Temperature was normal and the 
pulse rate was about 8&0. 

A skin consultation was obtained on May 30th, elev en 
days after admission to the hospital, which resulted in 
a consultation note that there were two infected bites 
on the right arm and that calomine lotion should be 
applied. Thirty-one days after entrance to the hospi- 
tal, the intern noticed for the first time a fairly large 
mass in the right axilla which was tender and rather 
soft and which was undoubtedly a packet of swollen 
glands. The intern is certain that the enlargement of 
the glands could only have been present for a very 
few days. Throughout the following week, the glands 
enlarged and seemed to soften and become adherent to 
the skin. A few days before the interne noted the en- 
larged lymph glands in the right axilla, the temperature 
had started to rise and at the time the glands were 
noted, the temperature had goné up to 100° and the 
leukocyte count to 10,600. 

About June 26th, about one week after the enlarged 
lymph had been noted by the interne, I was shown the 
case for the first time. By this time, there were evi- 
dences of two reddened, indurated areas, each about 
one centimeter in diameter, on the right arm near the 
axilla with evidences of bites in their centers. You 
may still see these two raised, reddened areas with a 
black spot the size of a pinhead in the center of each 
indurated area. In the right axilla, there was a large 
packet of swollen tender lymph glands which appeared 
somewhat softened in their center and were apparently 
attached to the skin. At this time, the temperature was 
between 100 and 101. There was a moderate leukocy- 
tosis and having heard the history of wood-tick bites 
and the removal of wood-tick previously, I made the 
probable diagnosis of tularemia and asked that blood 
be sent to three different laboratories for agglutination 
and that the skin test devised by Dr. Robert Greene be 
used immediately after taking blood for the agglutina- 
tion tests. The diagnosis of tularemia came very easily 
because just one day before I saw this patient for the 
first time, I was visiting Dr. Robert Greene at his ex- 
perimental station on Lake Alexander and had been 
informed by him that 10 per cent of the wood-ticks in 
that neighborhood were carrying B. tularense. 

Tularemia antigen (0.01 cc.) was injected into the 
left arm of the patient and two days later there was 
a red and indurated area about the site of injection, of 
a diameter of about 1 cm. A few days later, Dr. 
Greene’s laboratory returned the report on the agglu- 
tination test for B. tularense. The agglutination was 
positive in a dilution of 1:1280. The State Board lab- 
oratory returned the report “agglutination present in a 
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dilution of 1 :1280 when tested with bacterium tularense 
antigen.” The hospital laboratory found the aggluti- 
nation for bactertum tularense antigen positive up to di- 
lution of 1:200. No higher dilutions were attempted. 

Four weeks after the enlarged lymph node was first 
noticed, a biopsy was done on the enlarged glands. A 
portion of the biopsied gland was injected into two 
guinea pigs by Dr. Byron Olson of the Department of 
Bacteriology at the University. Four days later the 
guinea pigs died and were autopsied. These livers and 
spleens showed the characteristic nodules of tularemia. 

The second rise of temperature in this patient re- 
mained above the normal for two weeks, after which 
it became normal to sub-febrile. The patient felt some- 
what tired and weak all this time, but was able to be 
up and about seven weeks after entering the hospital. 
As you see him now, he looks perfectly well. He states 
that he feels well excepting that he tires somewhat 
more easily than previous to his illness. He is ready 
for discharge after this clinic. 

When we consider that the enlarged glands in the 
axilla developed approximately three weeks after 
known tick bites, that there was associated with this a 
secondary rise in temperature and that the glands con- 
tained B. tularense, I think there can be no question 
but that the tick bites sustained on May 18th were the 
cause of the tularemia and the glandular enlargement 
in the right axilla. Certainly this case is one to warn 
us that this year and next year, we will probably be 
secing cases of tularemia due to bites from wood-ticks 
infected with tularemia. Dr. Greene’s investigation of 
the infection in the wood-ticks about Lake Alexander 
shows that almost 10 per cent of the wood-ticks in this 
area harbor B. tularense. It is very probable that the 
incidence of infection in other parts of the state is not 
so high, but when we consider that tulare~ia in rab- 
bits is spread all over the state, it is very probable that 
there are wood-ticks in all parts of the state of Minne- 
sota which harbor B. tularense and from time to time, 
cases of tularemia will develop which are due to wood- 
tick bites. The ticks in this case were obtained along 
the Mississippi river banks near the east side of this 
city where many of the homeless men are camped. In 
every case of fever of unknown origin, careful search 
should be made for evidence of infection with tular- 
emia and for evidences of tick-bite preceding the onset 
of the fever. Moreover, one should be verv careful to 
avoid being bitten by ticks and to remove them as fast 
as possible when bitten. The more tick bites, the greater 
the number of bacterium tularense that are inoculated 
into a patient. One or two infected wood-ticks prob- 
ably would produce a mild degree of tularemia; a large 
number would produce a severe illness. You will note 
that this patient was not severely ill, though many pa- 
tients suffering from tularemia are very severely ill. 
Moreover, the temperature was elevated only for two 
weeks. I assume that the two wood-ticks harbored 
only a comparatively few B. tularense, and that, there- 
fore, the infection was very mild. You must be on the 
lookout for these mild cases during the wood-tick 
season. 





AMIDOPYRINE IN DIABETES INSIPIVUS 


Joun M. Cuttican, M.D., and 
Haroip J. Prenpercast, M.D. 
Saint Paul 


On April 1, 1933, a patient suffering from diabetes 
insipidus came under our observation. He was a white 
male thirty years of age and a farmer by occupation. 

The man’s father had died at the age of eighty from 
gallstone complications. His mother was living and 
well. Married five months, his wife was living and well. 
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The patient had had a cyst excised from his lip 
several years previous. Other than this he had never 
been ill. 

On March 1, 1933, the patient noticed that his mouth 
had become very dry and that he had developed an 
unquenchable thirst. As a result of this he drank large 
quantities of water and passed very large amounts of 
urine. His bladder would become full at least once 
every hour, which necessitated his arising at night 
from five to eight times. He gave no history of crav- 
ing sweets. He had lost twelve pounds in weight dur- 
ing March. His history otherwise was negative. 

Following his first visit to the office he voided 
eighteen quarts of urine in the following twenty-four 
hours. 

Physical examination was entirely negative except for 
a slight infection of his tonsils. His blood pressure 
was 120/70, pulse rate 75, temperature 98 degrees. 

Urinalysis revealed a very pale watery colored urine 
with a specific gravity of 1.000. There was no albumin, 
sugar or sediment present. His hemoglobin was 75 per 
cent, white blood count 8,350. The blood Wassermann 
test was negative. Blood sugar amounted to 15 milli- 
grams per 100 c.c. of blood. A roentgenogram of the 
skull revealed a normal sella turcica. His nasopharynx 
and eye grounds were entirely normal. 

A diagnosis of diabetes insipidus was made, and the 
patient was placed upon one c.c. hypodermic injections 
of surgical pituitrin. He usually took the injection he- 
fore retiring and had relief from his symptoms until 
about noon the next day. At that time his frequency 
of urination and thirst would return but could be con- 
trolled by another hypodermic. Because of his aver- 
sion to the injections he would not take another until 
evening. He continued on this treatment for about 
two weeks. He then attempted using obstetrical pi- 
tuitrin because it was cheaper. However, this did not 
control his symptoms. He returned to the use of sur- 
gical pituitrin once each evening until about June 1, 
1933, when he appeared at the office bringing the 
Journal of the American Medical Association of May 
20, 1933, in which a case of diabetes insipidus was re- 
ported by Kahn of New York which had been suc- 
cessfully treated by amidopyrine. Kahn, following the 
suggestion of Scherf, was able to obtain relief for his 
patient for a period of about four days, when the ef- 
fects of the drug would wear off and he would have 
to take an injection of pituitrin. Then he could obtain 
relief again for a period of about four days by the 
use of amidopyrine. 

In an attempt to relieve our patient from the ne- 
cessity of taking daily hypodermics of pituitrin, we 
placed him upon amidopyrine, one gram before retiring 
each night. He was entirely relieved of his symptoms, 
and continued symptom free for six days. On the sixth 
day the effect of the amidopyrine began to disappear. 
Subsequent administrations of the drug failed to pro- 
duce any effect. If, however, he took a hypodermic in- 
jection of one cc. of surgical pituitrin, the amidopy- 
rine would regain its lost effect, and he would obtain 
relief of his symptoms for a period of another six days 
by taking one grain of amidopyrine each night. Then 
another hypodermic of pituitrin was necessary to ap- 
parently reactivate the amidopyrine. By continuing this 
cycle of amidopyrine daily and pituitrin every six days 
he has remained symptom free. He has regained his 
lost weight and feels as well as ever. The specific 
gravity of his urine has increased to 1.014. The relief 
from taking daily hypodermics is very gratifying to 
the patient. 
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PRESIDENTS LETTER 


WANT to take this opportunity to congratulate the 

officers, committees and members of the Northern Minne- 
sota Medical Association on the splendid meeting held last 
month in Willmar. The attendance was excellent and the 
program very fine. 

The sectional meetings are of great value and should be con- 
tinued purely on the basis of the presentation of a scientific 
program. This should be true of all societies outside of the 
regularly organized county medical societies, the State Medi- 


cal Association and the American Medical Association. 


If a concerted and uniform program pertaining to policies of 
general medical practice and medical economics is to be formu- 
lated and carried through, it should be done through the 


regularly organized medical societies. 


Yours very truly, 


. ae 


President, 
Minnesota State Medical Association. 
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THE CANCER COMMITTEE REPORT 


In our July number we made editorial men- 
tion of the report of the Cancer Survey of Min- 
nesota, by Dr. Frank Leslie Rector of the Amer- 
ican Society for the Control of Cancer. Copies 
of the report are very limited and as a result it is 
not possible for the profession of the state to be- 
come familiar with the complete report. The re- 
port of our Cancer Committee before the House 
of Delegates, however, included in its report the 
recommendations made by Dr. Rector, and these 
recommendations appear in the proceedings in 
this issue. The cancer problem is one of the major 


subjects challenging the attention of the profes- 
sion and each member would do well to read 


carefully the recommendations with the idea of 
each doing his part in combatting this scourge. 





CANCER CURES 


In no way is the saying of the late P. T. 
Barnum that the American public likes to be 
fooled, better illustrated than by the gulli- 
bility of the public in regard to cancer cures. 
And yet cancer sufferers, like drowning victims 
snatching at a straw, are to be pitied rather than 
censured. Certainly they are entitled to authen- 
tic information regarding advertised cancer cures. 
And the medical profession is furnishing just 
this. Our national organization maintains a Bu- 
reau of Investigation, one of the duties of which 
is to furnish, gratis, information about cancer 
cures. Publicity should be given to the fact that 
anyone may write to this Bureau of the Ameri- 
can Medical Association headquarters and obtain 
unbiased information on proposed cures. 

Weekly the Bureau receives letters stating that 
the writer has a sure cancer cure. Some of these 
writers are apparently sincere, while others ob- 
viously have commercial designs. The writer is 
asked to fulfill the following requirements before 
his “cure” can be investigated : 


1.—Send in a complete statement of the composition 
of the remedy, including not only the name but the 
quantity of each ingredient for which therapeutic ac- 
tion is claimed. It is made clear that such information, 
if sent to the American Medical Association, will not 
be accepted in confidence, but will become part of the 
Association’s records, to be passed on to those who 
may inquire about the product. 


2.—Send in the names and addresses of at least 
twenty-five persons who are claimed to have been cured 
of cancer by the product in question. 


3.—Send in the names and addresses of the physi- 
cians who diagnosed these cases as those of cancer. 


It is interesting to note that so far these per- 
fectly fair requirements have not been complied 
with in a single instance. 

Occasionally, a physician believes he has found 
a new method of treating cancer. The announce- 
ment causes quite a flurry in medical circles 
and disillusionment follows. The above require- 
ments of the Bureau might well be demanded 
before such discoveries are given general trial. 
This is not to be interpreted as disparaging fur- 
ther attempts on the part of physicians to find 
new and better methods than we have today of 
treating this scourge—cancer. 

A little pamphlet recently published by the 
Bureau entitled, “Cancer Cures and Treatments,” 
contains a description of various “cures” and is 
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interesting and educational. As mentioned in 
the pamphlet, a cancer patient will just as surely 
die if treated by the honest but misguided en- 
thusiast as by the out-and-out swindler. 





APPENDICITIS MORTALITY 


Recently we had occasion to read a statistical 
survey of the mortality from appendicitis in the 
United States and Canada.* During the past 
two decades the mortality rate for sixty cities 
in this country ranged from 13 to 18 per 100,000 
population. The peak was reached in 1929 and 
1930, and since then there has been a slight 
downward trend to the figure of 15.7 in 1932. 

Far be it from us to draw any conclusions 
from the figures presented. Statistics are treach- 
erous even in the expert statistician’s hands and 
the author of the mentioned survey is content 
simply to give the figures and imply that some- 
thing should be done about the matter. 

There is little in the statistics to indicate that 
the considerable variation in mortality rates for 
the various cities corresponds either to the en- 
lightenment of the population in general or the 
erudition of the local medical profession. The 
rates for Canada and the United States the past 
two years are approximately the same 

Every physician knows the treacherous nature 
of appendicitis. Early diagnosis and prompt op- 
eration are generally recognized as the best treat- 
ment. And yet there are a great many factors 
which militate against this method of handling. 
So many attacks of appendicitis are ushered in 
with atypical symptoms that even the attending 
physician is, sometimes, misled. Is it any wonder 
that the patient sometimes thinks he has an old- 
fashioned stomach ache, takes a cathartic and 
postpones calling the physician, especially nowa- 
davs when the exchequer is so generally low? 

Ever since appendicitis came to be recognized 
as an entity, the subject has received considerable 
attention in medical literature. There has been 
considerable difference of opinion expressed, off 
and on, as to the best method of treating an at- 
tack of appendictis, but this has crystalized in the 
generally accepted procedure of early diagnosis 
and operative removal. The patient seen or diag- 
nosed after the infection has had one or two days 
to gain headway is the one likely to die with or 
without operation. Such a patient becomes an 
individual problem and in such a case there is 
room for a difference of opinion as to the best 
procedure. Here is a real test of the surgeon’s 
ability. This is the type of case that must receive 
the intensive studv of the surgeons if the mor- 
tality from appendicitis is to be reduced. 


Hoffman, Frederick L.: The appendicitis record for 1932. 
The Spectator, August 3, 1933. 
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SCHOOLS FOR MEDICAL TECHNICIANS 


One of the activities of the Minnesota State 
Medical Society is vested in the Committee on 
Schools for Medical Technicians. Having been 
a member of this committee ever since its or- 
ganization, and most of that time its chairman, 
perhaps the writer may be permitted to comment 
on its work and the reasons for its creation. 

Some years ago it was realized that the regis- 
tration of all laboratory technicians and assis- 
tants employed or seeking ‘employment was a 
very important if not an imperative matter. This 
work is now being carried on by the Board of 
Registry of the American Society of Clinical 
Pathologists. Equally as important was the reg- 
istration and standardization of all those institu- 
tions which claimed to be giving courses in medi- 
cal technology. 

These institutions are readily placed into one 
of three groups. In the first group, and stand- 
ing alone, is the Medical Department of the State 
University which offers a three-year course ar- 
ranged to fit the needs of its graduate nurses. 
It is plain to be seen that “few can enter here.” 

A second group includes the commercial in- 
stitutions which present a real problem because 
of their rather high tuition fees, their uncertain 
course and instruction and, in many instances, 
their dearth of laboratory material because of 
their non-association in any intimate way with 
any hospitals. 

The third group, to which we wish, particu- 
larly to call the reader’s attention, comprise those 
first class and reputable hospitals of the Twin 
Cities which give reliable and commendable in- 
struction in their laboratory departments. 

Many of the readers of MINNESOTA MEDICINE 
—mostly physicians in the active practice of med- 
icine—must, at some time or other, have been 
interrogated as to where a reliable course in 
medical technology can be obtained. So it is with 
a great deal of satisfaction that we call the at- 
tention to an advertisement on page 554 of our 
August issue, inserted by the Ancker Hospital of 
Saint Paul, offering a course for laboratory tech- 
nicians. Similar courses are given at the Miller 
Hospital, Saint Paul, and the General Hospital. 
and the Swedish Hospital in Minneapolis. 

This is the first time that Minnesota Mept- 
cine has had the opportunity to display such an 
advertisement and it serves as an excellent 
“hook-up” between the institutions giving these 
courses, the readers of this journal and those 
seeking such a training. It is to be hoped that 
our readers will keep this in mind, feeling as- 
sured that any person seeking a course in medical 
technology and referred to one of the above in- 
stitutions, will receive wise counsel. 

A.G.S. 
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EDUCATION OF THE DEAF 


Several methods are used in educating the 
deaf: the manual method, which employs finger 
spelling, signs, or both; the oral method by which 
the child is taught to speak and read the lips; 
and the aural method which utilizes any resid- 
uum of hearing a child may have. The oral 
and manual methods are sometimes combined, 
and the aural method is rarely used indepen- 
dently of the oral method. 

Many persons speak of the manual method as 
the old method and the oral method as the new. 
In reality this is not correct, for records tell us 
that as early as the year 691 the deaf were taught 
to speak. The manual method was the first to 
make its appearance in this country, however. 
Jack in the early davs a young theological stu- 
dent by the name of Gallaudet became interested 
in the deaf of America and went to Europe look- 
ing for help. First he went to England when 
the oral method was used, but found the schools 
there closed to him. He then went on to France 
and there received what they had to give, the 
manual method. With this information he re- 
turned to the United States and began his work. 
It was not until some time later that the oral 
method was used here. 

The manual method enables a deaf person to 
associate and communicate freely with other deaf 
people, and with hearing people by means of 
pencil and paper. The combined method (oral 
and manual) often produces results differing 
little from the manual alone, for signs, being the 
line of least resistance, are generally used. The 
oral, or better still oral and-aural method, has 
as its goal the fitting of the deaf child for asso- 
ciation with the world at large. 

All oral work is not good oral work, I am 
sorry to say, but if a child is taken early enough 
(at three or four), placed in classes small enough 
(not more than five or six pupils), and taught by 
a well trained teacher who loves her work and 
has the wholehearted codperation of the child’s 
family, that child can be made to compare favor- 
ably with his hearing brothers and sisters. I 
should like to mention a few examples to prove 
my point: D., aged fourteen, an honor student 
in the freshman class at the University of Chi- 
cago High School; M., aged sixteen, a senior in 
good standing in a large public high school in 
Los Angeles; J., aged twenty-three, last year Ph. 
B., University of Chicago, this year M. A., Har- 
vard University. 

Are not these results worth striving for? 

FLORENCE WARNER, 
Senior Teacher Central Institute 
for the Deaf, St. Louis, Missouri. 
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OBITUARY 


Dr. Mason Allen 
1872-1933 


_Dr. Mason Allen, physician in Saint Paul for thirty- 
six years, died Thursday, August 31, 1933, at the age 
of sixty years, after an illness of several months. 

Born in Grafton, Illinois, October 29, 1872, Dr. Allen 
came to Saint Paul in 1891 and entered the medical 
school at the University of Minnesota, from which 
he was graduated in 1897. Following his graduation 
he opened offices in St. Paul where he had practiced 
until ill health forced him to retire eight months ago. 

He was married in 1900 to Clara F. King of Saint 
Paul. His office was at 214 Lowry building prior to 
his retirement and he was a member of the Ramsey 
County Medical Society, the Minnesota State Medical 
Association and the American Medical Association. 

Surviving him are his widow, three sons, Mason E 
of St. Paul, Dr. Philip K. of San Diego, Calif., and 

Stuart Allen of Tientsin, China; two daughters, Mrs. 
Truman C. Penney of Minneapolis and Mrs. George 
H. McCabe of Duluth; two sisters, Mrs. Leila A. 
Benepe of Saint Paul and Mrs. Catherine A. Toribio of 
Pasadena, Calif., and two brothers, Dr. Arthur B., and 
Robert S. Allen of Pasadena. 





Dr. James McKeon 
1861-1933 


Dr. James McKeon was born in Jassenland, Minne- 
sota, November 10, 1861. He died July 5, 1933, at the 
home of his son, Dr. J. O. McKeon, in Montgomery, 
Minnesota, at the age of seventy-one. 

Dr. McKeon began the study of medicine at the 
Physicians and Surgeons College in Minneapolis. After 
completing the course in 1889 he went to New York 
City, where he took advanced work at the Bellevue 
Medical College. 

In 1890, Dr. McKeon located in Montgomery, where 
he continued to practice until September, 1920, when 
he moved to Saint Paul and opened offices in the Lowry 
Building. Three years ago he suffered a heart attack, 
after which his health declined. 

He was married in 1891 to Bozena Hanak. In 1895, 
with his wife and his two sons, he went to Europe and 
spent a year in postgraduate work in Vienna and other 
medical centers in Germany. 

During the thirty-three years that he practiced in 
Montgomery, Dr. McKeon served as chairman of the 
Board of Health, president of the Board of Education, 
county chairman of the Red Cross, and as chairman 
of the “four-minute men” during the World War. He 
was active in the Knights of Columbus, the Ancient 
Order of Hibernians, and the Catholic Order of Fores- 
ters. He was a member of the Scott-Carver County 
Medical Society, Minnesota State Medical Association 
and the Southern Minnesota Medical Association. 

Dr. McKeon is survived by his wife; four daughters, 
Mrs. Donald J. Lucas, Minneapolis; Mrs. A. G. Schei- 
del, Mankato; Mrs. J. E. Grathwol, Perham, and Mrs. 
David V. Stout, San Jose, California; two sons, Dr. 
J. O. McKeon, Montgomery, and George J. McKeon, 
New York City; and three brothers, Dr. Phillip Mce- 
Keon, New Richmond, Wisconsin; Dr. Owen McKeon, 
Saint Paul, and Patrick McKeon, Ellsworth, Wisconsin. 
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“Socialism at Our Doorstep” 


ISCUSSION among medical men concerning the effect of the National Industrial Recovery 
Act in their own offices and hospital connections has been interested and general but quite 
vague. The codes currently worked out for them have been equally vague. That is to be ex- 
pected, of course, considering the special nature of the service demanded of physicians and hospitals. 
Other aspects of NRA may concern physicians much more definitely, according to an edi- 
torial by H. Sheridan Baketel, in a recent issue of Medical Economics. This interesting editorial, 
reprinted below, calls pointed attention to possible end results of the social and economic revolution 
of today which will challenge the wisdom and discipline and perseverance of the medical profession. 


“Medical men want to pause and think carefully regarding the ultimate effect of the National Industrial 
Recovery Act upon their lives and careers. When the Act was passed in Washington two months ago, President 
Roosevelt called it ‘the most important piece of legislation ever passed by the American Congress.’ 

“Learned men tell us that the Recovery Act is a long step toward socialism . . . that it greatly modifies the 
old law of ‘the survival of the fittest’ as applied to American commerce and industry ... that it gives a new 
strength to the old principle that the welfare of the nation is more to be regarded than the rights of the in- 
dividual. 

“They tell us that the Recovery Act makes unrestrained competition a thing of the past. From now on 
Government will begin to dictate with a growing voice. Government doesn’t want business running itself to 
death in a free-for-all race toward Heaven-knows-what, with all the consequent waste, bankruptcy, unemploy- 
ment, and general misery which it has been our doubtful privilege to enjoy these last three years. 

“The new legislation gives Government the power to form the race into an orderly procession toward a 
common goal. 

“The immediate effect of all this on the physician will, of course, be the same as on the people at large. As 
prosperity returns, the doctor will share in its benefits. As security prices continue to rise, we may expect to 
recoup at least a portion of our 1929 losses. All this is obvious. 

“Less obvious is the fact that 1f Government can give itself the power to dictate to business, it can give 
itself the power to dictate to medicine. 

“Most physicians feel that this power is already being exercised—a feeling which 1s partially justified, to be 
sure. But it needs no prophet to point out that dictatorship could be applied far more sternly. The most 
pessimistic of us must realize that the practice of medicine in America is controlled by a rein, which, by com- 
parison at least, is a loose one. We are still a privileged profession. 

“It behooves organized medicine to use all its foresight to see that we remain a privileged profession. It is 
not enough for organized medicine to set up a code of ethics and endeavor to enforce it. There must be some 
economic control. There must be measures to reduce waste, inefficiency, and dissatisfaction among both doctors 
and patients, and to create a higher level of efficiency and prosperity within the profession itself. This, in broad 
terms, is the lesson taught us by the application of the Recovery Act. 

“Specifically how to accomplish these desiderata is a problem that deserves thorough and skillful study. 
Subjects that should be considered include: 


“1. Regulating the number of new doctors. 
“2. Making the standards of specialism more definite, more uniform. 


“3. Agreeing upon a national uniform system of fees, scaled according to locality and presumed degree of 
skill. 


“4. Drastic action on the charity problem, leading to a fair apportionment of the charity load. 


“These four topics will do as a start. If they can be solved, and the solution made a permanent part of 
organized medicine’s control, it will be proved that medicine knows enough about self-discipline to merit the 
high privilege given it. But if action along these lines is too slow in coming, we will undoubtedly awake some 
morning to find socialism right in our laps—for it is already at our doorstep.” 


Rating Incomes 


A Medical Budget Board organized in each community to collect savings to be used for doctor, 
medicine, dentist, nurse, hospital, prescription druggist, old age care and burial is urged in a recent 
issue of the Journal of the Iowa State Medical Society by G. Hubert Artis. Doctors’ bills are then 
to be paid from these medical savings or from cash on the counter—and the doctors are to demand 
such payment. Special ratings according to income are to determine the size of the amount paid 
by each patient. The following method of rating is suggested. 
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Let the upper figure of the factor represent one-tenth of one per cent of the annual net income 


from all sources. 


Let the lower figure represent the number of dependents, as three, five or nine. 


The factors can then be made up from the following, as: 


S$ Sans 3 
1.000/6= .16 
2.000/4 = 5 
3.000/3 = 
5.000/2 = 2.5 

10.000/2 = 5 


Now multiply the factor by the regular charge, $2.00 for an office call. 


= xX 3 =$ 0.60 


00x 16= 0.32 
500 xX 6 = 1.00 
2.00X1. = 2.00 
2.00 X 2.5 = 5.00 
2.00 X 5 = 10.00 


The last figures are what an ordinary office call would look like when worked upon by the 


factors. 


Dr. Artis’ rating method is an interesting example of many such plans that are being suggested 


on all hands for solution of the economic problems of the profession. 
consideration of every well informed medical man. 


They demand the careful 





PUBLIC HEALTH SERVICE 


“Communities cannot afford to play fast and loose 
with their sanitary and health services. If they do, they 
may well run into difficulties fully as serious as the 
depression itself,” said Dr. Louis I. Dublin, vice presi- 
dent of the Metropolitan Life Insurance Company and 
past president of the American Public Health Associa- 
tion, in a recent address on the National Farm and 
Home Hour over the National Broadcasting System. 
“Just before the depression set in, the country as a 
whole was investing about 120 millions of dollars a 
year for the preservation of the public health. This 
was equivalent to about $1 for each man, woman and 
child. The dollar covered the work of all agencies, 
whether of the Federal Government, the States, the 
counties or the municipalities and included the work of 
public as well as of private organizations. This amount, 
moreover, accomplished a fairly good job. It protected 
the community from contagion; safeguarded our water 
and food supplies; instructed mothers in the care of 
their children; provided for the medical inspection and 
health education of our children in the schools; super- 
vised our cases of tuberculosis and managed a host of 
other activities which have become a part of the modern 
public health program. We could have done much 
more for the benefit of the people with $2 per capita 
than with $1. Such cities as Detroit, New Haven, Syra- 
cuse, and a number of others did actually spend $2 and 
more and profited accordingly from their farsighted- 
ness. On the other hand large areas, especially in the 
rural sections of the country, spent very little, often 
only a few pennies per capita. 

“With the beginning of the depression cuts in 
budgets began until I estimate now that there has been 
altogether a reduction of about 20 per cent. 


“The amount of budget cutting has varied consider- 
ably from place to place. New York State fortunately 
has maintained its service practically intact. The Gov- 
ernor has made it known that he will not permit this 
important social service to be impaired. Other states 
have not been quite so fortunate either in their financial 
resources or in the public spirit and vision of their 
executives. A number of them have cut their health 
budgets from 30 to 50 and more per cent. Thus, the 
State of Mississippi, which in 1931 spent $526,394 for 
its state health service, was compelled to reduce its 


budget to $130,000 in 1933. A similar picture can be 
drawn for a number of other places. The southern 
states have as a group been particularly hard hit with 
the result that large numbers of their professional per- 
sonnel have been released, including physicians, nurses 
and other sanitary officers. Many County Health Units 
in these states have either been altogether eliminated 
for the lack of resources or have had their personnel 
reduced to the barest minimum. The few years of 
the depression have in large measure undone the work 
built up to safeguard the public health during the last 
fifteen or twenty years in a large number of states. 

“As a result of a questionnaire sent to a group of 
108 large cities only a few months ago, we discovered 
that since 1931 the average per capita expenditures for 
public health has dropped from an average of one dol- 
lar to 81 cents. The most disturbing feature of this 
picture was the fact that the greatest reductions oc- 
curred in many of those cities which in 1931 were rec- 
ognized as falling far short of the minimum standard 
of expenditures generally considered necessary for 
health service. Thus, Peoria, which in 1931 spent the 
ridiculous amount of 28 cents per capita for such work, 
further reduced its health expenditures in 1933 to 17 
cents. Other cities which came within this category 
were Akron, Ohio, with a reduction from 51 cents to 
37 cents; Winston-Salem, N. C., from 70 to 44 cents ; 
Birmingham, Ala., from 37 cents to 22 cents. The cities 
which had developed good organizations have appar- 
ently learned the value of their investment in health 
facilities and have made only moderate reductions in 
budgets. 

“Ordinarily, we do not appreciate the benefits that we 
have enjoyed from the protections set up by the health 
officer and his associates.. We take these for granted. 
But once the axe begins to work and large sums of 
money are diverted from health channels, very real 
services are missed and these may determine in many 
instances whether people will be sick or well, whether 
people will live or die. We are not concerned ‘with aca- 
demic but rather with very real and practical issues. 
The money spent heretofore for health service has 
more than paid for itself and in a hundred ways. Com- 
munities should beware even under the most trying 
financial conditions of still further reducing their 
health budgets. This is the time of all times when the 
public health must be preserved.” 


MINNESOTA MEDICINE 


OF GENERAL INTEREST 


De.. J.. J. 


Nopeming, Minnesota, 
consin. 


Rouse, formerly of Nopeming Sanatorium, 
has moved to Neshkoro, Wis- 





Dr. Viktor O. Wilson has opened an office at 1251 
Medical Arts Building, Minneapolis, for practice in 
diseases of infants and children. 





Dr. James J. Swendson, formerly with the Earl 
Clinic, has opened offices at 714 Lowry Medical Arts 
Building, Saint Paul, where he will continue the prac- 
tice of obstetrics. 

Dr. Max H. Hoffman of Saint Paul, who spent the 
past nine months in Europe, has returned to his prac- 
tice. Dr. Hoffman spent most of the time studving in 
Vienna. He then toured several countries and sailed 
for home from London. 

Dr. Arthur C. Strachauer, Minneapolis, delivered the 
address in surgery at the eightieth anniversary meeting 
of the Dubuque Medical Society, Dubuque, Iowa, on 
the subject of “Cancer of the Rectum and Large 
Bowel,” September 12, 1933. 

Dr. V. L. Evans, graduate of Loyola Medical School, 
who took his internship at Mercy Hospital, Chicago, 
recently finished a three-year fellowship in Internal 
Medicine at the Mayo Clinic and has become affiliated 
with the Bratrud Clinic at Thief River Falls, Minnesota. 








Dr. William C. Bernstein of New Richland, Minne- 
sota, has returned from Europe where he was a mem- 
ber of the 1933 tour of the Interstate Postgraduate 
Medical Assembly of North America. In addition to 
attending the principal clinics in the large medical 
centers of Europe, the Assembly, this year, visited 
clinics in Russia, mainly in Leningrad and Moscow. 
Dr. Bernstein reports that medicine is practiced differ- 
ently in the Soviet Republic than in any other country, 
and that although the clinics there were unique they 
were most interesting. 





WARNING TO PHYSICIANS 

A letter has been received by the State Secretary 
warning physicians to be on the alert for a morphine 
addict who claims connections in some way with the 
U. S. Veterans Hospital or the Minnesota Soldiers 
Home and is out of morphine. In verification of his 
identity he telephones a fictitious Major Morgan, or 
some other person, who verifies the addict’s statement 
and asks the doctor to supply the morphine and send 
him the bill. 





MINNESOTA STATE BOARD OF MEDICAL 


EXAMINERS 
ITINERANT QUACK ARRESTED AT ELK RIVER, MINNESOTA 
State of Minnesota vs. Gerhard John Stramer 

On August 18, 1933, Gerhard J. Stramer, thirty-three 
years of age, entered a plea of guilty to a charge of 
practicing healing without a Basic Science Certificate, 
before the Honorable Arthur E. Giddings, Judge of the 
District Court at Anoka, Minnesota. 

Stramer for some time has been calling on farmers 
and other people with a medicinal preparation that he 
has been selling called Trunox. He has made a spe- 
cialty of calling on those suffering from arthritis, neu- 
ritis and other such ailments. In July of this year 
Stramer was arrested and entered a plea of guilty to 
peddling without a license at New Ulm, Minnesota, at 
which time he was fined $50.00 and costs. He was or- 
dered to leave the State of Minnesota due to the fact 
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that he is not a resident nor a citizen of this st 
aving come here from Pasco, Washington, about } 

15, 1933. It developed, however, that Stramer did 
leave the state but returned to the vicinity of Elk River, 
Upon being questioned, it was learned that Stramer as 
born at Norway, Iowa, and that his mother and st 
father live at Watkins, Iowa. When he was brou 
before the Court it became known that his family was 
practically destitute and that the proceeds from the 
sale of medicine had been spent chiefly for traveling 
around the country. 

Upon Stramer’s agreeing to refrain absolutely from 
violating the laws of this state in the future, and upon 
his agreeing to return to the home of his mother at 
Watkins, Iowa, together with his family, the Court 
imposed a jail sentence of six months, which was sus- 
pended. Stramer was given to rnderstand that he m st 
discontinue this business in its entirety and that he 
was to find some other occupation. He was also warned 
that if he attempted to follow the same occupation in 
the State of Iowa, he undoubtedly would be prosecuted 
down there. 

Stramer 


drives a 1928 Chrysler coach automobile 


for 1933: 2-843. 


hearing Washington State license 
He is a garage mechanic by trade. 





REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


MEDICAL 
The 


BROADCAST FOR THE MONTH 
Minnesota State Medical Association Morning 
Health Service 

The Minnesota State Medical Association broadcasts 
weekly at 11:15 o’clock every Wednesday morning over 
Station WCCO, Minneapolis and Saint Paul (810 kilo- 
cycles or 370.2 meters). 

Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. 

The program for the month of October will be as 
follows: 

October 4—Heart Murmurs. 

October 11—Dermatitis and Cosmetics. 

October 18—Food Magic. 

October 25—Forerunners of Cancer. 





NORTHERN MINNESOTA MEDICAL 
ASSOCIATION 

Dr. A. C. Baker of Fergus Falls is the new president 
of the Northern Minnesota Medical Association, elected 
at the annual meeting held in Willmar, September 8, 
9 and 10. The 1934 convention will be at Thief River 
Falls. Dr. J. F. Dubois, Jr., of Sauk Center, is vice 
president, and Dr. Oscar O. Larson, Detroit Lakes, 
secretary-treasurer. 





RENVILLE COUNTY SOCIETY 
The Renville County group is in the midst of its 
tenth annual extension course of lectures. The secre- 
tary writes that the members have acquired the habit 
and feel they cannot practice medicine without the ex- 
tension course. The schedule is as follows: 
Sept. 19—Dr. Moses Barron—“Anemias, Classification 
and Treatment” 
Sept. 26—Dr. Harry P. Ritchie—“‘Some 
Reconstruction Surgery” 
Oct. 3—Dr. J. C. Litzenberg—‘“Abortions” 
Oct. 10—Dr. H. E. Michelson—‘“Skin” 
Oct. 17—Dr. Myron O. Henry—‘“Intracapsular Frac- 
tures of the Hip” 
Oct 31—Dr. J. A. Myers—“Tuberculosis” 
Nov. 7—Dr. F. C. Rodda—“Differential 
Meningitis and Simulating Conditions” 
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Nov 14—Dr. A. F. 


Bratrud—“Treatment of Hernia by 
Injection Method” 

Nov. 21—Dr. G. R. Dunn—‘Fractures” 

Nov. 28—Dr. E. J. Huenekens—“The Differential Di- 
agnosis and Treatment of Convulsions in Childhood” 


STEARNS- BENTON AND UPPER MISSISSIPPI 
JOINT MEETING 


Members of the Stearns-Benton and Upper Missis- 
sippi Medical Societies, with all medical men from sur- 
rounding districts as invited guests, will hold their an- 
nual joint meeting at the St. Cloud Hospital, Thurs- 
day, October 12. . 

The a will begin with a tour of.the hospital 
at 5 p. Dinner is scheduled at the hospital at 6:30 
p. m. i be followed by a scientific meeting in the 
evening. 

Among the speakers are N. O. Pearce, Minneapolis, 
president of the State Association; E. A. Meyerding, 
Saint Paul, secretary; W. F. Braasch and M. S. Hea- 
derson, Rochester ; C. B. Wright, Minneapolis, and F. J. 
Savage, Saint Paul. 

The council of the State Association will meet at the 
hospital at 2:30 p. m. preceding the meeting. Council 
members and state officers will be present at the joint 
meeting also to participate in discussion. 

Members are urged to bring non-member physicians 
to the meeting. Dinner will be 50 cents. 





MEDICAL ALUMNI ASSOCIATION 


The sixth annual clinical meeting of the Minnesota 
Medical Alumni Association will be held Friday, Oc- 
tober 27, 1933, at the University Hospital in Minneap- 
olis. This meeting will be the day before Minnesota’s 
Homecoming game with Iowa. There will be a lunch- 
eon at the University Hospital for those attending the 
meeting. All persons interested in attending the meet- 
ing will be welcome. 

The following program will be presented : 

MORNING SESSION—9.:00 A. M. 


E. L. Garpner, M.D., Chairman 
Skin Clinic 
John Madden, M.D., Saint Paul 
Injection Treatment of Hernias 
A. F. Bratrup, M.D., Minneapolis 
The Réle of Calcium in Medical Treatment 
Reuben Johnson, M.D., Minneapolis 
Childhood Tuberculosis 
C. A. Stewart, M.D., 
Subject to be announced 
Laurence R. Gowan, M.D., Duluth 
Obstetric Comments 
Fred Adair, M.D., Chicago, Ill. 
Luncheon and Business Meeting, University Hospital 
Richard E. Scammon, M.D., Minneapolis 
Edward D. Anderson, M.D., Minneapolis 


AFTERNOON SESSION—2Z :00 P.M. 
O. S. Wyatt, M.D., Chairman 
The R6dle of Arsenic in Causing Polyneuritis 
W. D. Shelden, M.D., Rochester 
Pyuria 
W. Downing, M.D., Le Mars, lowa 
Symptoms of Refractive Error 
Merritt W. Wheeler, M.D., 


Minneapolis 


Saint Paul 


Surgery—Subject to be announced 
W. O. Ramstad, M.D., 

Shoulder Joint Injuries 
Joseph R. Kuth, M.D., 

The X-ray in Treatment 
Russell Gates, M.D., 


Bismarck, N. D. 
Duluth 
Minot, N. D 
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WOMAN'S AUXILIARY 








President—Mrs. A. A. Passer, Olivia 
Chairman Press and Publicity—Mrs. Gren R. 
Minneapolis 
Editor—Mrs. S. H. Baxter, Minneapolis 


MatTCcHuan, 


This year the principal objectives of the Women’s 
Auxiliary include: Membership; Health Education, and 
Public Relations. The state president, Mrs. A. 
Passer, has visited county auxiliaries at Granite Falls, 
Shakopee and Minneapolis, and represented the State 
Auxiliary on the program of the annual meeting of the 
Minnesota Federation of Women’s Clubs held at Du- 
luth, September 27, 28, and 29. The next regular board 
meeting will be held at The Commodore in Saint Paul, 
Friday, October 20. All Auxiliary members are invited 
to attend this session. 





CAMP RELEASE AUXILIARY 
The regular meeting was held at Granite Falls, 
August 27, preceded by a picnic supper with the Camp 
Release Medical Society. Mrs. J. Dordal, president of 
the Auxiliary, presided. A Reciprocity Tea was spon- 
sored by the Auxiliary at Sacred Heart on September 
20, to which all officers of the women’s lay groups of 
the district were invited. Mr. Manley Brist of Saint 

Pau! was the speaker for this occasion. 





SCOTT-CARVER AUXILIARY 

A joint gathering of the doctors and their wives, of 
Scott and Carver Counties, was held at Chaska Tues- 
day evening, June 13. After a 7:30 banquet at the 
Chaska Cafe the ladies adjourned to the B. H. Simons 
home, and the doctors gathered at the American Legion 
hall. Both were annual meetings. 

Officers of the women’s organization named are: 
Mrs. H. E. Wunder, president; Mrs. H. P. Fischer, vice 
president; and Mrs. P. M. Fischer, treasurer, all of 
Shakopee. 

A dinner meeting of the Auxiliary was held at the 
home of Mrs. H. E. Wunder, at Mudcura Sanitarium, 
Shakopee, Tuesday, August 9. The county president, 
Mrs. H. E. Wunder, conducted the business session at 
which Mrs. James Blake, national president, and Mrs. 
A. A. Passer, state president, were guest speakers. 





HENNEPIN COUNTY AUXILIARY 

The first meeting of the year will be held at the home 
of Mrs. Carl Waldron, 4875 East Lake Harriet Boule- 
vard, Minneapolis, Friday, October 6, with Mrs. Fred 
Erb, county president, in the chair. The program in- 
cludes talks by the national, state and county presi- 
dents, and a group of songs by Mrs. Agnes Teasdale. 
Guests of honor are Mrs. James Blake, Mrs. Adolph 
Passer and Mrs. Martin Nordland. 





ST. LOUIS COUNTY 

The regular meeting of the Auxiliary was held at the 
home of Mrs. M. A. Nicholson of Duluth, September 
12, after a one o’clock luncheon. The feature of the 
session was a membership drive. Music was furnished 
by Mesdames Morton McQuade, K. R. Fawcett, F. H. 
Magney and B. F. Eckman. The new officers of the 
year were installed and Mrs. A. G. Bianco, county 
president for next year, conducted the meeting. 

The Auxiliary mourns the death of a former county 
president, Mrs. Frank Knapp of Duluth, who died re- 
cently after a long illness. 
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PROCEEDINGS OF THE HOUSE OF 
DELEGATES 
(Continued from September, 1933, issue) 
The next order of business is the report of the Com- 
mittee on Schools for Laboratory Technicians. 


REPORT OF THE COMMITTEE ON SCHOOLS 
FOR LABORATORY TECHNICIANS 


The committee on Schools for Laboratory Techni- 
cians has had no meeting this year. In view of the per- 
sistent refusal of the House of Delegates to take any 
action along the line, which the committee has recom- 
mended in the past, I felt it was unnecessary for us to 
prepare any recommendation. The committee has func- 
tioned merely in the matter of recommending to in- 
dividuals who write in as to where they can get good 
courses in laboratory and x-ray technic. 

Sincerely yours, 
Leo. G. RicLer, Chairman. 


PRESIDENT Pearce: Dr. Leo Rigler is chairman of 
that committee. Is Dr. Rigler here? (Absent) Is there 
any other member of the committee who wishes to 
discuss the report? 

Dr. CHartes R. Drake (Minneapolis): Just a word 
in connection with that. This report is not exactly 
correct because the Council a year ago did approve the 
methods of the American Society of Clinical Pathol- 
ogists for the supervision of schools for technicians 
and for the registry of technicians. 

During the past year we have had a temporary in- 
junction held against a certain agency in Minneapolis, 
enjoining them from saying anything about a certain 
school. In that injunction my remarks at the previous 
meeting were incorporated, so Dr. Johnson’s ideas of 
having some things deleted from this report would be 


I feel it would be desirable for members of the 
House of Delegates or their friends, those associated 
with them, whenever they need technicians, to attempt 
at least to secure them from these recognized schools 
or from the registry of technicians that is supervised 
by the American Society of Clinical Pathologists at 
their headquarters in Denver, Colorado. There are 
four approved schools in Minneapolis and Saint Paul, 
two in each place. The University should be on the list 
but it lacked one dollar. I think it will be on the list. 
Anyway, from those five places you can secure techni- 
cians, who, I think, are properly trained and under 
proper supervision. 

Question: What are the schools? 


Dr. Drake: The General Hospital and Swedish Hos- 
pital in Minneapolis, the Miller Hospital and the Ancker 
Hospital in Saint Paul, and, as I say, when the dollar 
is forthcoming, the University will be on the list. 

PresIpDENT Pearce: Dr. Magney of the Reference 
Committee. 

Dr. F. H. Macney: The Reference Committee rec- 
ommends the adoption of this report. 

PRESIDENT Pearce: Is there any discussion of this 
committee report? If there is nd discussion, I declare it 
is the sense of the House of Delegates that the report 
be accepted. 


The next is the report of the Committee on Public 
Health Nursing. Dr. Burnap. 
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REPORT OF THE COMMITTEE ON PUBLIC 
HEALTH NURSING 


This committee can report little accomplished since 
January 1, due to the shortness of the time since as- 
suming its duties and the fact that much more pressing 
problems are so absorbing the attention of both the 
doctors and nurses that the conditions which called 
for this committee have either been submerged or 
eliminated. 

We wish to pay tribute to the earnest and construc- 
tive work done by Dr. Oerting and his committee last 
year, and the codperation of Miss Olivia Peterson. We 
can not do better than carry out some of their plans. 

The problems with which this committee -deals are 
largely rural as the large cities have their own rules 
regulating public health nurses. Our chief function js 
to assist in promoting a harmonious and beneficial co- 
operation between the doctors in the small cities and 
rural communities, and the public health nurses working 
there. To this end ‘ ‘Suggestive Policies and Standing 
Orders for Public Health Nurses” were compiled and 
are furnished not only to nurses but doctors and others 
who desire them. These set forth quite clearly what a 
public health nurse should and should not do. It is 
the plan of the committee later on with the assistance 
of Miss Peterson to make such revisions as experience 
has shown desirable. 

Too often when in the field, the nurse, though having 
the best of intentions, oversteps her functions because 
she has no responsible local head: It: was therefore 
deemed best to have a local Committee on Public 
Health Nursing appointed by the president of all com- 
ponent societies. This was done in most instances last 
year, but very few have functioned. We have written 
all the chairmen asking for suggestions and objections 
and will attempt to develop a state-wide functioning 
organization. 

This committee through our legislative committee as- 
sisted in defeating House File No. 723, which was de- 
signed to allow a large number of unqualified nurses 
to register. 

Though many feel there are important defects in our 
present nursing regulations and desire some change, it 
was manifestly unjust to cheapen the meaning of R.N. 
Hundreds of fine capable girls have sacrificed much to 
acquire it and are entitled to the distinction it confers. 
Furthermore, if this could be done to them it could be 
done to doctors, dentists and other professions. 

There has been an agitation for midwife nurses to be 
stationed at various points in the northern part of the 
state. The argument is that doctors are not available 
in many sections. We have corresponded with a num- 
ber of doctors, who have Practiced in this region for a 
number of years, leaders in the profession and well in- 
formed as to conditions locally and in the surrounding 
territory. All report that in their opinion confinements 
are well cared for under present arrangements. It 
would seem that the needs of these sparsely settled 
financially distressed regions, could much better be pro- 
vided by. subsidizing doctors, when necessary, until the 
community becomes self-supporting. 

Your committee is pleased to serve the society and 
hopes during the coming year to be of service to those 
most concerned, the doctors, nurses and communities. 

Respectfully submitted, 
W. L. Burnap, M.D.:, Chairman. 


Dr. W. L. Burnap: I don’t think we should take any 
more time on this committee report now. But there are 
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some problems, I think largely due to our own neglect. 
We are new on the committee, and we would appre- 
ciate your knowing there is such a committee, and if 
you have some problems refer them to us, because we 
know there is a tendency among a certain element 
where nurses do assume a good many of the responsi- 
bilities of the physician, most of them thoughtlessly. 
Maybe in another year we will have more to report. 

There is one thing I would like to mention off the 
subject, which probably did not make as much impres- 
sion on some of the men who haven’t been in touch 
with this legislative matter as on some of the others. 
That is the matter adopted by the Council making it 
unprofessional to introduce legislation which has not 
been approved by the Council, That is a very impor- 
tant thing. 

Two or three things have come up this year where 
men have gone in and introduced legislation. They tried 
to cause trouble for the Legislative Committee because 
they personally introduced legislation without consulting 
the Legislative Committee, or without consulting the 
Council. Now they are resenting the fact that the Leg- 
islative Committee did not support this legislation. I 
think it is worth while for all you men to let the men 
throughout the state realize that. We realize it, but we 
do a lot of things thoughtlessly. I think that is one of 
the best things that has been done 

Dr. F. H. Macney: We recommend the approval of 
the report and suggest that the State Medical Asso- 
ciation go on record as opposed to public health nurses 
entering into the field of medicine, especially in the ca- 
pacity of a midwife. 

PRESIDENT Pearce: Is there any discussion on the 
report of this committee? This nursing problem is one 
that we are going to have to take up in a more serious 
manner before very long, for more than one reason. 
Perhaps the principal reason is that the nursing situa- 
tion today is pathetic. They need our sympathetic in- 
terest in the matter. We feel certain there are far too 
many doctors being turned out. We might say that for 
every surplus doctor being turned out, there are at 
least ten surplus nurses being turned out. There are so 
many nurses, there is no possibility whatever of these 
nurses who are graduating from our accredited nursing 
schools finding employment in bedside nursing. There 
is certainly no chance of their finding jobs in nursing 
institutions. 

There are already between 400 and 500 engaged in 
public health work of one kind or another, industrial 
nursing, or whatever you might call it. That is a field 
that the social organizations and municipal organiza- 
tions of various types are turning to for cheap medical 
inspection, cheap medical service. I think it is time 
that we get at the root of that thing. Of course, the 
way out is not to train so many of these people. These 
nurses that are being turned out of our first class hos- 
pitals are pretty well trained. They have spent a lot 
of time, and some of them have spent considerable 
money in obtaining that training. I think it is very 
wrong that they should be given all this training and 
spend all this time only to find, when they get through, 
that there is nothing for them to do. 

I looked into the matter a little while ago and I 
found that in Hennepin County we have 1,000 first class 
trained nurses registered in one registry, that is the 
Third District registry. During 1932 there was an av- 
erage of 400 of those nurses out of a job. In other 
words, they were waiting for someone to call them to 
work. They were being called at the rate of twenty- 
five a day. So far in 1933, and this is the best time of 
the year for them, there have been about 500 of those 
nurses simply sitting home, waiting to be called. It 
is a deplorable situation. I don’t believe that the lead- 
ers in the nursing profession have taken hold of the 
matter and used the proper leadership. 

The training schools have a very serious problem 
to solve, if they do anything different than having these 
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unpaid employees to help with the work in the hospitals. 
Still they are turning out a lot of people who are pretty 
well trained in the practice of medicine, and they are 
going to turn to some other plan of making a living 
besides bedside nursing, if they are forced to do so. 

As Dr. Johnson said, there is nothing that defines the 
scope of activity of the trained nurse. Consequently, I 
suppose she would be like a lay person. She would 
have no more right to practice medicine than a lay per- 
son would. 

I think Dr. Burnap’s committee ought to take this 
thing up seriously, not only the question of public health 
nursing but they should broaden out the whole question 
of nursing. There are something like 12,000 nurses 
that have been registered and licensed in Minnesota. 
As I understand it, there are something like 2,700 or 
2,800 now in training in the state, and they have grad- 
uated about 800 or 900 more in the last few weeks. As 
a medical profession, we ought to take some responsibil- 
ity in the matter. 

T would like to see Dr. Burnap’s committee really take 
hold of that problem and see what they can do about it. 

Is there any other discussion on this report? If there 
is no other discussion, and if there is no objection, we 
will consider that it is the sense of the House of Dele- 
gates that the report be accepted. 

The next order of business is the report of the Com- 
mittee on University Relations. That is composed of 
Dr. Workman as chairman of the Council, the president 
and the four last presidents. We have contacted Dr. 
Scammon and his committee. He is still in trouble 
about his budget, and he has not yet gotten to the point 
where he knows what he is going to have to spend. 
He asked this committee to meet with him, but they 
thought it was better not to meet until he knew exactly 
what he was going to have to do with. At that time 
he wished to tell us about their program over there 
and have our advice. We have no report to make 
further than that at this time. 

The next is the report of the Committee on Military 
Affairs by Dr. Smith. 


REPORT OF COMMITTEE ON MILITARY 
AFFAIRS 


As chairman of the Committee on Military Affairs of 
the State Medical Association, I have the following re- 
port to make: The inactive training period for medical 
reserve officers was held from October 15 to 29 at 
Rochester with an attendance of 123 men. A full re- 
port was given in the National Reserve Officer. Schools 
have been held in the Twin Cities and throughout vari- 
ous sections of the state under the supervision of local 
reserve officers, there being no regular army officer de- 
tailed for the purpose at the Headquarters of the 88th 
Division. Major Gutherie, M.C., U.S.A., of the Uni- 
versity has conducted a correspondence course and I 
understand that Colonel Knoght at Fort Snelling has 
been doing similar work. 

F. L. Smirn, Lt. Col. Med-Reserve. 

Dr. F. L. Smitn: Mr. President, there isn’t much 
more of a report to make. The inactive training period 
for medical reserve officers was held from October 15 
to 29 at Rochester with an attendance of 123 men. 
We had eighty-eight men from twenty-four different 
states, from Connecticut to California and from Canada 
to Florida. We had a regular two weeks’ training 
school, at which time the men received 100 hours’ 
credit. It was a very successful school. 

This was the fourth year we have held the course 
here, and we are planning on a similar course this next 
year in which the Naval Reserves are included. If any 
men wish to gain credits to get in active service, they 
can make their applications to the corps surgeon at 
Omaha, Nebraska. I was at the meeting of the State 
Reserve Officers’ Association yesterday, and I couldn’t 
help but notice the change in personnel in the past few 
years. The younger men of the line are coming in very 
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rapidly. But I didn’t see a similar ratio of the younger 
physicians, which is a deplorable condition. 

Our medical society should at least exert pressure on 
all the men who are coming out of the universities and 
locating in the state. 

Somebody mentioned the civilian conservation camps. 
I might state that at Snelling there will probably be 
in the neighborhood of 4,500 men trained this summer, 
in camps of about 200 to 250 at a time. Each one of 
these groups is going to have one medical officer. 

Regarding a local physician taking care of them, of 
course, that might be possible, but the camps are going 
out fifty and seventy miles away from town, and it is 
necessary that they have their physician with them. 

I would suggest that this would be the proper proce- 
dure: Wherever a camp is located, any man who is 
interested should apply to the corps surgeon for the 
privilege of practicing as a contract surgeon, or apply 
for a commission. That would be the two ways of get- 
ting a physician to take care of these men. But the 
great majority of them are going way off into the 
woods where you could not get to them 

Dr. F. H. Macney: The Reference Committee rec- 
ommends the adoption of this report. 

PrestipENT PEARCE: You have heard the remarks of 
the chairman of this committee. You have had the re- 
port. You have heard the recommendation of the Ref- 
erence Committee. Is there any discussion? If there is 
no discussion, and if there is no objection, we will con- 
sider that it is the sense of the House of Delegates that 
this report be accepted. 

The next order of business is the report of the Com- 
mittee on Medical Economics. This is a Council com- 
mittee, authorized by the House of Delegates some two 
or three years ago. This year the Economics Com- 
mittee have occupied themselves with four problems 
In order to study these problems, there have been four 
subcommittees of the Economics Committee ap- 
pointed. 

The first problem that was taken up was the study 
of the care of the indigent in Minnesota. 


A REPORT OF THE SUB-COMMITTEE TO 
STUDY CARE OF THE INDIGENT 


A committee appointed by Dr. N. O. Pearce, presi- 
dent of the Minnesota State Medical Association as fol- 
lows, F. E. Harrington, M.D., Minneapolis, Chairman; 
S. H. Baxter, M.D., Minneapolis; B. F. Davis, M.D., 
Duluth; F. A. Erb, M.D., Minneapolis: J. C. Michael, 
M.D., Minneapolis; F. J. Savage, M.D., Saint Paul; 
T. H. Sweetser, M.D., Minneapolis; J. A. Watson, 
M.D., Minneapolis, begs leave to make the following re- 
port: 

A meeting was held at 2:00 P.M. on Sunday, April 
2, 1933. All members were present. 

The preliminary report of this committee was dis- 
cussed. The purpose of this report is to present to the 
State Medical Association principles on which plans 
can be formulated to guide the State Association and 
its component county societies for the care of the in- 
digent in Minnesota. 

The committee has the following general recomenda- 
tions to submit: 

1. The medical, surgical, and public health care of 
any community is the responsibility of the medical pro- 
fession and should be under their jurisdiction. 

2. The mode of administration of free medical and 
surgical care of the indigent in any community is the 
problem of the local county medical society, although 
the constitutional government is responsible for the ex- 
pense thereof. 

Since it is recognized that food, shelter, clothing 
and medical attention must be furnished the indigent, 
in whole or in part, by the community, this committee 
feels that the practitioners of medicine should be 
reasonably compensated for their services. 

Agreements should be made between local units 
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of government and the local medical societies to fur: ish 
medical and surgical care to the indigent in their dis- 
tricts, such agreements to be varied to suit local coadi- 
tions. 

The committee definitely disapproves of any method 

of competitive bids or contracts by individuals or 
groups in the matter of compensation for the care of 
the indigent. 
5. This committee feels that the best interest of the 
patient and the proper practice of medicine can be had 
by arranging for the services of the practicing phy- 
stcian rather than the attendance at free clinics. 

6. Various plans for the solution of these problems 
are already in operation in this section of the country. 
The Duluth Plan is especially cited. 

7. Plans proposed, plans in operation, or plans in the 
process of adoption in this section of the country are 
in the hands of the Committee on State Health Rela- 
tions and need not be duplicated here. 

8. With regard to patients of sub-standard financial 
status seen as private patients, this committee feels that 
a plan for the classification of patient’s ability to pay 
should be worked out as a general guide for medical 
and surgical charges. This classification should be in 
the hands of every member of the State Medical Asso- 
ciation as a general guide for the determination of 
minimum charges to be made. 

Respectfully submited, 
E. Harrincton, Chairman. 


PRESIDENT Pearce: Dr. F. E. Harrington of Minne- 
apolis is chairman of that committee. Is Dr. Harring- 
ton present? The report of the committee has been 
submitted to the House of Delegates. It has been ap- 
proved by the Council. We now ask for the report of 
the Reference Committee. 


Dr. F. H. Macney: We recommend the approval 
of the committee’s report with the-change that Para- 
graph 5 should read “That in the future, as far as possi- 
ble, contracts be made with this in mind.” 

We further recommend that instead of a new com- 
mittee being formed, the duties of this committee be 
included in the Committee on Medical Economics. 

The reason the wording is changed is that in certain 
cases where men do work for the state, in the state hos- 
pitals, it would be embarrassing to have the original 
wording. 

PRESIDENT Pearce: You have heard the recommen- 
dation of the Reference Committee. I wanted to bring 
out clearly (I am sorry Dr. Harrington isn’t here) that 
there were three things I considered of importance to 
the medical profession of the state. In your action 
endorsing the action of this committee, there seems to 
be a little confusion about it. Your Economics Com- 
mittee is a Council committee which will continue from 
year to year. It was appointed by the Council. 

These committees that are reporting under the vari- 
ous heads are subcommittees of that Council committee, 
so they will be continued by the Council, as they see 
fit, and will be a part of the Economics Committee. 

The thing that seemed to me of extreme importance 
in this committee report is this: They spent quite a 
little time in discussion. They had two or three meet- 
ings. One of the things that they laid down is a prin- 
ciple which, if we adopt, perhaps would be a little dif- 
ferent from our attitude be fore, and that is that physi- 
cians should be paid for services to people who were 
unable to pay, and that the responsible party, whoever 
was caring for these people, for food, clothing and so 
forth, should also be responsible for the care of their 
health. 

We are laying down a principle here that in all or- 
ganized charity work (our own private charity work is 
different) physicians should be paid for their services. 
That is one of the things we have laid down in this 
committee. 

Another thing which seemed to me of great impor- 
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tance, that affects our cities much more than it affects 


the more rural districts is this: A great tendency in 
taking care of the poor is to build up great, centralized 
clinics where people come, and the doctors work, in 
many cases, without remuneration. 

There is little attempt made to ascertain whether 
people are able to pay anything, part or all, for their 
service. The service is not of a high order because of 
the fact there is so much volume that has to be 
handled. 

This committee went on record recommending that 
the present trend for the care of the indigent, having 
them go to large, centralized clinics, be reversed. It 
will take some time to do it, but they feel that the 
best place for a person who is unable to pay anything 
or only a part of the physician’s fee, to go is to his 
neighborhood family physician and to be taken care of 
at whatever rate is deemed reasonable for that care. 
In other words, let us get away from the tendency to 
build large clinics, with social service workers, and all 
that sort of thing, and get these people back into the 
hands of their own doctors, because once they get into 
the hands of these centralized clinics, it is hard to get 
them away. We feel that the physician is in better po- 
sition to judge whether the people are able to pay, 
and we feel they will get better service than they will 
at the clinics. 

There is one other recommendation, the result of 
Dr. Savage’s suggestion, which is the one recommen- 
dation that the committee wishes to study further, and 
that is to study possible methods of working out some 
plan by which people who are not entirely indigent 
could be graded in some way, so they could go to 
physicians and receive medical service on some basis 
which they were able to pay. 

Is there any further discussion of this report? If 
there is no discussion, we will consider that it is the 
sense of the House of Delegates that this report be 
adopted. 

The second committee which was appointed was one 
to study the question of contract practice. You are all 
fully aware that we have had committees on contract 
practice for a good many years back. The fact of the 
matter is, in looking over the history of this organiza- 
tion, one of the first resolutions put on the books of 
this society, about 1869 or 1870, was a resolution de- 
nouncing bidding and proposing for work, as being un- 
dignified and being a tendency to lower the standing 
of the physician in his community and lowering his 
fee. That resolution, as far as I know, is still on the 
books of this society, but we are sixty-five or seventy 
years later studying the same question. 

Dr. White and his committee have drawn up a report. 


REPORT OF SUB-COMMITTEE TO STUDY 
CONTRACT PRACTICE 

The following were the proposals recommended to 
the State Medical Association by the sub-committee of 
the Economics Committee of the State Medical As- 
sociation which held its meeting at the Minneapolis 
Club, April 23, 1933: 

1. We recommend that the State Medical Association 
oppose any contract or agreement, written or verbal, 
for practice at rates of compensation which when ap- 
plied in general to the economic group in question 
would be calculated to lower the character of medical 
service, impose burdens of time or effort which would 
prevent constructive and progressive planning or at- 
tract into it men with inferior training or ability. To 
perform adequate service to the patient or to other in- 
terests the physicians must be able to keep abreast of 
medical progress by postgraduate work, study and at- 
tendance at medical meetings. 

2. We recommend that the State Medical Association 
oppose any contract or agreement, written or verbal, 
for practice in which the determination of the form or 
character of service rendered does not rest wholly with 


PROCEEDINGS MINNESOTA STATE MEDICAL 








ASSOCIATION 647 


physicians and with the individuals or groups to whom 
medical service is rendered. This is meant to oppose 
practice or control by any non-medical corporation, 
group or interest such as corporations for a profit, in- 
surance companies, hospitals; etc., and does not include 
properly constituted associations or individuals seeking 
medical service. 

3. We recommend that the State Medical Association 
oppose all forms of competitive bidding by physicians 
or groups of physicians for contract for practice of 
any kind. 

4. We recommend that the State Medical Associa- 

tion oppose solicitation for practice in any form as 
outlined in the code of ethics of the American Medical 
Association. 
5. We recommend that the State Medical Associa- 
tion oppose contracts or agreements, written or verbal, 
except on a basis of compensation for a specific service 
rendered as opposed to a salary arrangement and that 
in the future contracts be made with this in mind. 

6. We recommend that the State Medical Associa- 
tion provide a standing committee on Economic Prog- 
ress, this committee to consist of nine members, three 
members to be appointed annually by the president. 
For the first year three members to be appointed for 
one year, three members to be appointed for two years 
and three members to be appointed for three years. 
We further recommend that all proposals for contracts 
or agreements be submitted to this committee for ap- 
proval in cooperation with the unit society involved. 
This committee will keep records of contracts in oper- 
ation or proposed in confidential files and could act in 
an advisory capacity to industries or other interests as 
to proper and effective forms of such contracts and 
agreements. 

S. Marx Wuite, 
H. C. Arey, 

A. C. BAKER, 

3. . CULLIGAN, 
M. HENDERSON, 
F. ni MANSON, 
R. F. McGanpy, 
H. R. Treciicas. 

PRESIDENT PEARCE: Dr. White is here, and I would 
like to call on him at this time. 

Dr. S. Marx WuitEe: The committee is aware of 
the extreme importance of the problem of handling the 
subject of contract practice in some proper and studious 
manner. 

The recent report of the Committee on the Costs of 
Medical Care bring into the foreground the necessity of 
the medical profession meeting in some more adequate 
way, apparently, than we have met it, the needs of the 
economic groups that are unable to pay what seem to 
be ordinary fees and hospital charges. 

The committee has had two or three things, partic- 
ularly, in mind in framing these recommendations as 
they have been put into your hands. I would like to 
call attention to the character of the fifth recommenda- 
tion which we laid before you, not as a final proposal 
but we believe it states what at the present time is a 
fair approach to the problem of furnishing care for 
groups of individuals. We put it this way: 

“We recommend that the State Medical Association 
oppose contracts or agreements, written or verbal, ex- 
cept on a basis of compensation for a specific service 
rendered as opposed to a salary arrangement and that 
in the future contracts be made with this in mind.” 

That may not be your desire, but we felt it would be 
well to take some such step as this. But, more impor- 
tant than that, the committee felt there should be an 
adequate basis laid in this Association for study and 
for progressive approach to the problem. It may have 
been outside of its province, but it stepped into this 
with this new idea: 

“We recommend that the State Medical Association 
provide a standing committee.” We would like to see 
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some such name as Economic Progress rather than 
Economics. For instance, our Committee on Economics 
is an excellent committee but so many of us think that 
such a committee is sort of a stop-gap and something to 
put the “kibosh” on things rather than to plan and 
provide for progress. 

This recommendation is not made with the idea of 
a new committee, but it is made with the idea of empha- 
sizing the association’s progressive spirit of approach 
to economic questions. We simply recommend, if it is 
your will, or suggest, that the name of the committee 
be changed to that of Economic Progress. 

The committee has felt that in view of the recent 
publication of the report of the Committee on the Costs 
of Medical Care, a great deal of publicity has been 
given to that side of the question. In framing these 
recommendations, we had in mind that every recom- 
mendation here was one with which the public should be 
acquainted. If the Association adopts these recommen- 
dations, I would suggest that the secretary be em- 
powered to have them published. A suggestion I would 
like to see carried out is that, if they are given to the 
newspapers, they be required to publish them in foto, 
instead of pulling out what they think will cause a little 
excitement and put us in an unfair position, and that 
they be published as a whole as the present status of 
the subject, so far as this Association is concerned. 

Dr. F. H. Macney: The Reference Committee read 
over the sub-committee’s report. It is Paragraph 5 
that we spoke of. It says: “We recommend that the 
State Medical Association oppose contracts or agree- 
ments, written or verbal, except on a basis of compensa- 
tion for a specific service rendered as opposed to a 
salary arrangement, and that in the future contracts 
be made with this in mind.” 

The last part we changed to “That in the future, as 
far as possible, contracts be made with this in mind.” 
That is to avoid embarrassment on the part of certain 
workers for the state. 

With reference to the final paragraph, the Reference 
Committee has been wading through stacks of commit- 
tee reports, and it did not look very good to us to see 
new committees formed. So we recommend that this 
work be put under the Committee on Medical Econ- 
omics. Otherwise the report is accepted. 

Dr. A. B. Stewart (Owatonna): May I ask a ques- 
tion? I think you touched on it but how would this 
affect a man working on a salary for the different state 
institutions ? 

Dr. F. H. Macney: That is the reason it was 
changed by the Reference Committee. We recommend 
that that be done as far as possible, leaving a loophole 
for the state institutions. 

PRESIDENT Pearce: Is there any further discussion 
of this report? 

Dr. C. B. Wricut (Minneapolis): I think that is a 
very good report, and I think it embodies the inter- 
pretation of our principles of medical ethics, which we 
need at the present time more than anything else, as 
applied to this new field of industrial and contract prac- 
tice. If we could get medicine back on a fee basis, I 
think we would do a lot for the profession. 

I would like to say one word about the doctors get- 
ting paid for taking care of the indigent. We all like 
to get paid for all the people we take care of for noth- 
ing, but I have always asked myself this question: 
Who is going to pay us? How much are they going 
to pay? How are they going to do it when they haven't 
the money? 

Some of us get a little pleasure out of taking care of 
certain people for nothing. One of the greatest pleas- 
ures that a man has in the profession of medicine is 
giving something for which he expects no return. I 
believe we should, where we can do it, without chang- 
ing any of our fundamental principles in regard to the 
practice of medicine—I think it might be all right in 
specific instances, but at the same time I question very 
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much, and I think we ought to think seriously abc it 
going on record as advocating that we give up to the 
state all of our patients who happen to be temporar ly 
unemployed or are unable to pay and tell them, “You 
are a state problem.” I think that should be thought 
out pretty carefully. 

I just bring that up because I know this thing is being 
discussed all over the country. I know that we are all 
hard up. I know the present economic situation is seri- 
ous, but I think the principal thing, the thing I would 
like to see (and I don’t know whether it can be brought 
about or not) is this recommendation of the committee 
which I think is very important. If we can make a 
decent living and go on practicing just the way we are 
doing, I personally would not like to see our methods of 
practice changed. 

PRESIDENT Pearce: I would like to say that Dr. Har- 
rington’s report does not contemplate any plan inter- 
fering in any way with any man’s private charities in 
his own practice. It simply lays down a principle that 
where you have an organized charity and they are pay- 
ing nurses, social workers, business manager, and every- 
one else, the doctor also should be compensated for the 
care of the people. 

Dr. S. Marx Wuirte: Could I ask the privilege of 
the floor again, not being a delegate? I would like to 
ask for information as to the method by which the 
present Economics Committee is appointed or consti- 
tuted. Is that a new committee each year, or is it a 
committee which continues by some method of renewal 
over a period of time? Dr. Pearce was not present at 
the period when this last recommendation was made by 
our committee, and we could not get the information. 
Could I be informed on that point? 

PRESIDENT Pearce: The House authorized the Coun- 
cil three years ago to appoint the committee and also 
authorized the expenditure of necessary funds for cler- 
ical work to take care of anything along that line. 

he committee has heen appointed from year to 
year by the Council. There are three primary mem- 
bers of the Economics Committee. This year we ap- 
pointed four sub-committees to take up special prob- 
lems, selecting people that we thought would be espe- 
cially interested and able to discuss those problems. 

This committee is taking a very definite stand on 
something, and that is that all contracts, verbal or writ- 
ten, governing medical practice shall be referred to this 
committee. In that way, while it will be more or less 
confidential, the committee at least will have the oppor- 
tunity to disapprove of the contract if they feel it is 
unfair to the profession, that it isn’t a good contract. 
I think under those circumstances such a committee as 
that would continue to function, because they would 
have a definite job to do. 

However, there would be some committees to study 
certain problems, and as soon as they solved those prob- 
lems they would pass out of existence. We are trying 
to avoid, if possible, building up new committees to be 
repeated from year to year, even after the function they 
were appointed for ceased to be of any importance. 

The committee that you are reporting for is a sub- 
committee of the Council’s Committee on Economics. 

Dr. S. MARx Wuire: This body would not pass on 
the question of the constitution of that committee any- 
way. The Council would do that. I simply wanted to 
get that recommendation across to the Council. I don’t 
want to insist on this point if the Council does not see 
fit, but we felt there should be some method by which 
a continuing, properly constituted committee, with new 
members each year, would get together with some mem- 
bers holding over, to have this as a progressive matter. 
This isn’t the sort of thing a new committee can tackle 
each year. You will get nowhere if it is done that way. 

I would suggest, as chairman of the committee, 
that the spirit of this sixth recommendation be consid- 
ered by the Council. They, in their wisdom, could 
decide whether that is a better mechanism than there is 
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at the present time for carrying on the work of the 
Economics Committee, and the further suggestion, for 
publicity purposes as much as anything else, that the 
idea of continuing and progressive activity on the part 
of this committee be exercised. 

Dr. C. L. Scorretp (Benson) : 
port be referred to the Council. 

PRESIDENT Pearce: You have heard the recommen- 
dation. If there is no objection, it is the sense of the 
House of Delegates that this matter be referred back to 
the Council. 

The next committee to report is the Committee on 
Insurance Compensation Practice. Dr. Hayes is chair- 
man of that committee. 

Dr. J. M. Hayes: Dr. Johnson has already men- 
tioned this committee as the one that has met with 
these insurance companies and “cussed” and discussed 
at considerable length. As he said, at times we weren't 
sure whether we were going to come to agreement or 
not, but we finally agreed that it was through misun- 
derstandings that we had most of our trouble, and we 
are going to try to get together. This paper will tell 
what we are trying to do. 

Dr. Hayes then read his report. 


REPORT OF SUBCOMMITTEE TO STUDY IN- 
SURANCE AND COMPENSATION PRACTICE 
The committee was appointed by the president to in- 

vestigate and report on the problem of the medical 
care of disabilities coming under Workmen’s Compen- 
sation and other forms of disability compensable by 
insurance and its relation to the medical profession, 
insurance companies and the Industrial Commission. 

After a number of conferences with groups of doc- 
tors and representatives of liability insurance compa- 
nies and also the Industrial Commission we respect- 
fully submit the following report and resolution: 

Our investigation shows that this type of medical 
practice is on the increase; that it is bringing up se- 
rious problems which are detrimental to good feeling 
among the physicians; it is creating antagonism to in- 
surance companies; it is adding unnecessary burden to 
the employer and the employee, and it is our opinion 
that these problems should be faced honestly and 
squarely and without prejudice by all the groups in- 
volved. 

Our investigation would indicate that these difficul- 
ties are due to four main causes: 

1. There is a lack of cooperation and understanding 
between the medical profession and the representatives 
of insurance companies. 

The second difficulty has been created in the past 
by failure of the Industrial Commission to interpret the 
law properly to the employee, thereby creating dissatis- 
faction in the mind of the doctor and misunderstanding 
in the mind of the employee. 

3. Unethical and unfair practice of what we believe 
is a small group of physicians who have created an 
attitude of suspicion on the part of insurance compa- 
nies as regards the integrity of the whole profession. 

4. Finally, we believe that although the better insur- 
ance companies are anxious to be fair to the profession, 
by far the greatest cause of trouble is due to the fact 
that there are insurance companies who make it their 
practice as far as they can to cheapen the medical pro- 
fession and to deal unfairly with the employee. 

5. We therefore offer a resolution amending the 
By-Laws of the Minnesota State Medical Association. 

By-Law.—Creating a committee to investigate and re- 
port on problems of the medical care of disabilities com- 
ing under Workmen’s Compensation and other forms 
of disability compensable by insurance and its relation 
to the medical profession, insurance companies, and the 
Industrial Commission. 

This committee shall consist of twelve members ap- 
pointed by the president. 

The first committee shall be appointed immediately 


I move that this re- 
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following the adoption of this by-law. Four members 
shall serve until January, 1935; four until January, 
1936; and four until January, 1937. The president shall 
apoint four new members each year. The secretary of 
the Minnesota State Medical Association shall be the 
secretary of this committee, and the chairman of the 
Committee on Public Policy shall be a member ex-officio 
of this committee. 

This committee shall elect a sub-committee of five 
members to carry on routine affairs of the committee 
as they arise. 

The duty of this committee shall be to act with rep- 
resentatives of insurance companies as an arbitration 
committee for all differences and controversies between 
members of the medical profession, insurance companies, 
and the Industrial Commission, and as far as possible 
establish rules, and regulations applying to this work 
which will be agreeable to all parties concerned. 

To promote such other activities along educational 
and cooperative lines as they deem fit for the better 
handling of these mutual problems. 

Respectfully submitted, 
J. M. Hayes, Chairman. 


Dr. F. H. Macney: We recommend that this be ap- 
proved and referred to the Council with the following 
recommendations : 

1. That the committee be 
Industrial Relations. 

That in the second sentence of the first paragraph 
of the resolution, the following be substituted: “The 
secretary of the Minnesota State Medical Association, 
and the president, and the chairman of the Committee 
on Public Policy and Legislation shall be members 
ex-officio of this committee, and that adequate clerical 
help will be provided for this committee.” 

PRESIDENT PEARCE: You have heard the report and 
the recommendations of our Reference Committee. The 
matter is now open for discussion. Is there anyone who 
wishes to make any comments on the proposal of this 
committee? If not, a motion to refer this report back 
to the Council will be in order. 

Dr. A. H. Pepersen (Saint Paul) : 

The motion was regularly seconded. 

SECRETARY MEyYeRDING: [| think that is one of the 
turning points in our whole economic situation, the fact 
that the doctors have gotten to the point where the 
State Association will at least confer with lay groups, 
sit around the table and discuss these matters, as we 
have. 

I remember the first conference. 
meeting with Herman Johnson. We did not get very 
far. Out of that meeting grew this conference where 
we are getting some place, whereby you will have a 
gentleman’s agreement between these big corporations 
and yourself as to how your business shall be carried 
on. I think it is the turning point in our method of 
business. 

PRESIDENT PEARCE: 


called The Committee on 


I so move. 


I went over to the 


Is there any further discussion? 
You have heard the motion to refer this back to the 


Council for action. All those in favor signify by say- 
ing “aye”; opposed “no.” It is carried. 

We have one other committee, one that I think has 
a most important matter in hand and that is the study 
and recommendations regarding the number of physi- 
cians to be licensed to practice medicine in Minnesota. 
I am going to ask Dr. Scammon, who is a member of 
that committee, to discuss this report. 

Dr. R. E. Scammon: There are about 150,000 prac- 
ticing physicians in the United States today. That is 
estimated, on the ratio of one physician to 1,000 indi- 
viduals, as being about 25,000 in excess of the economic 
demand, or, if this conventional ratio is accepted, about 
one-sixth of the number. 

At the present time, medical schools are graduating 
something over 5,000 students a year, and they are in- 
creasing their number of graduates. This is approxi- 
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mately 50 per cent more than the number of physicians 
who, it is estimated, will die each year, and of the num- 
ber of physicians who are needed to take care of the 
increase in population. For that reason, this committee 
was appointed to consider that matter. 

It has had one meeting. In the state of Minnesota the 
number of physicians is about one for each 800 or 
900 people, being higher than it is for any adjoining 
state or for the Province of Ontario to the north. 

The committee found the problem extremely com- 
plicated. I think they were, as a whole, of the opinion 
that it was a problem that, if it was to be met at all, 
probably had to be met by states, because there are 104 
licensing and graduating bodies for physicians in the 
United States today, with every possible background 
and habitude and interest behind them, whereas in the 
state of Minnesota there are but four, namely, the State 
Board of Medical Examiners, the Medical School, the 
Basic Science Board, and your Association. I think 
these four institutions can work in very close harmony. 

We know that the situation has grown worse in the 
country at large, even since our meeting. The commer- 
cial school has commenced to open up. I am advised 
that a commercial school has been opened in Chicago, 
taking in classes of 

Therefore, the committee offers the following reso- 
lution, with the recommendation that, if it meets with 
the approval of the Council, it be offered for passage 
by the House of Delegates: 


Resotvep, First, that in the light of our present knowledge 
there are at this time in Minnesota an adequate number of 
licensed physicians to care for the health of the population. 

Second, that under such circumstances it would be for the 
best interests of the public that the number of physicians li- 
censed in the future should be so regulated so as to not exceed 
the present ratio of licensed physicians to population. 

Third, therefore, the committee of the State Medical Asso- 
ciation now organized for this purpose shall be directed to make 
a thorough study of the situation with a view to determining 
methods by which such curtailment of licensure as may be 
necessary can be brought about. 

Fourth, that the secretary of the State Association is in- 
structed to provide such clerical help as may be necessary in 
carrying out the project of this committee. 

Fifth, that the findings and recommendations of this committee 
as approved by the Council shall be presented and urged upon 
all of those bodies (the four I mentioned above) who are now 
in control of the training and licensing of physicians in 
Minnesota. 


Dr. F. H. Macney: We recommend that the com- 
mittee endorse the report of the Committee to Study 
Limitation of the Number of Physicians, and move the 
adoption of the resolution contained therein. 

PreEsIDENT PEARCE: Gentlemen, you have heard the 
comments of Dr. Scammon on this report. I think they 
are familiar to you. You have heard the recommenda- 
tion of the Reference Committee. Is there any discus- 
sion? If not, a motion to refer this back to the Council 
for action will be in order. 

Dr. C. L. Scorretp (Benson): I so move. 

The motion was regularly seconded. 

PrestwwENT Pearce: It has been moved and seconded 
that the report of this committee, which will include 
the endorsement of the House of Delegates, be referred 
back to the Council for action. All those in favor of 
the motion signify by saying “aye”; opposed. It is so 
ordered. 

The next order of business is the report of the Com- 
mittee on Cancer by Dr. Robertson. 

Dr. H. E. Robertson read the report of the Com- 
mittee on Cancer. 


REPORT OF COMMITTEE ON CANCER 


During the past year, at the invitation of the Council 
of this Association, the American Society for the Con- 
trol of Cancer, represented by Dr. F. L. Rector, com- 
pleted a survey of the state, in which the situation in 
this state concerning the occurrence, mortality and gen- 
eral facilities for the diagnosis and care of cancer pa- 
tients were tabulated. 


The report of this survey has 
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just been completed and a copy of the recommendations 
are herewith enclosed. 

Your committee recommends: 

1. That the Minnesota State Medical Association ex- 
tend to the American Society for the Control of Cancer 
through its managing director, Dr. C. C. Little, thanks 
for the painstaking and thorough work carried on by 
Dr. Rector, as well as his effort at constructive and 
helpful suggestions. 

2. That the recommendations made in this report be 
studied by a special committee composed of represen- 
tatives from (a) the State Committee for the Ameri- 
can Society for the Control of Cancer, headed by Dr. 
O’Brien; (b) the College of Medicine, University of 
Minnesota, and the Extension Division of the Univer- 
sity; (c) the State Department of Health; (d) the Can- 
cer Committee of the State Medical Association; these 
representatives to be called into meeting by the presi- 
dent of the State Medical Association, through its sec- 
retary, Dr. Meyerding, and that this committee after 
consideration of the items in this report make recom- 
mendations through its representatives to the compo- 
nent organizations as to the portion of codperative ef- 
fort which it seems best should be undertaken by each. 

In conclusion, your committee desires to re-empha- 
size the enormous and growing importance of this sub- 
ject, not only to the profession of this state, but to laity 
as well. We are convinced that this disease has passed 
beyond the borders of individual medical control and 
practice and our Association can no longer refuse to 
accept leadership in meeting the questions which this 
problem has raised. 

H. E. Rosertson, Chairman. 


FINAL PAGES OF CANCER SURVEY OF 
MINNESOTA 


By Dr. F. L. Rector, for the American Society for 
Control of Cancer 

The following recommendation are made for an im- 
proved cancer service in Minnesota: 

1. Special cancer services, or their equivalents, to 
meet the minimum standards of the American College 
of Surgeons should be organized in Duluth, in the 
Minneapolis General Hospital, Minneapolis, Ancker 
Hospital, Saint Paul, and such other Minneapolis and 
Saint Paul hospitals as can meet the minimum sitand- 
ards and provide properly trained personnel. 

The organization of special cancer services in 
other cities would depend upon their ‘ability to meet 
the requirements of the American College of Surgeons 
and to provide competent personnel. Such communities 
should be encouraged to offer as complete a service for 
the diagnosis and treatment of cancer as their facilities 
permit. These diagnostic centers should serve as head- 
quarters for local cancer committees and should be sup- 
plied with educational material of interest to-the medi- 
cal profession and the public. 

3. The facilities of the Cancer Institute of the Min- 
nesota General Hospital, Minneapolis, should be ex- 
panded to care for all patients referred for diagnosis 
and treatment without undue delay. The addition of a 
deep therapy machine of at least 200 kv. capacity and 
an amount of radium in suitable containers to increase 
the supply to 1,000 mg. would doubtless meet the need 
for some time to come. 

4. Those in charge of the work at the Cancer In- 
stitute should study their problems to determine if the 
available material is serving its fullest possible use as 
teaching material, and if the undergraduate student 
body is obtaining the maximum educational benefit from 
this material. 

5. During each year there should be offered to the 
physicians of Minnesota at least one short postgraduate 
course in cancer diagnosis and treatment by the staffs 
of the Minnesota General Hospital and Cancer Insti- 
tute and other recognized authorities in the cancer field. 

6. A comparable and adequate record system should 
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be developed for hospitals accepting cancer patients for 


diagnosis and treatment. The record forms of the 

American College of Surgeons are recommended to the 
favorable consideration of institutions undertaking this 
work. 

7. There should be an adequate staff of medically 
trained social workers connected with the diagnostic 
and treatment institutions whose primary function 
would be to follow up cancer patients. These workers 
should codperate fully with the clinical and record 
departments of the institutions with which they are 
connected. 

8. The general hospitals of Minneapolis and Saint 
Paul should undertake a codperative effort to follow 
all cancer patients for a period of at least five years. 
This undertaking might well include a survey of the 
cancer records of each hospital for the previous five 
years so that at the end of the five year period the 
fullest possible information on these patients over a 
ten year period would be available. A similar follow- 
up system might well be developed by the Mayo Clinic. 

9, Each Minnesota hospital admitting cancer patients 
should appoint a cancer committee of the staff to con- 
sider problems and improve facilities for diagnosis and 
treatment of these patients. 

10. The Minnesota State Medical Association should 
appoint a permanent cancer committee with a minority 
of its membership changing in any one year. This 
committee should be representative of all sections of 
the state and membership might be based on the coun- 
cilor districts. This committee should work in close 
cooperation with the faculty of the University Medical 
School, with the local and special medical organizations, 
with other agencies interested in cancer prevention and 
control, and with the state and local committees of the 
American Society for the Control of Cancer. The can- 
cer committee should be especially charged with the 
responsibility of bringing before the profession of the 
state the latest authentic information on the diagnosis 
and treatment of cancer and the development of more 
uniform methods of procedure in the handling of these 
cases. 

11. At least one meeting each year of each local 
and district society should be devoted to cancer. This 
plan might well be projected for a five year period with 
different phases of the cancer problem stressed through- 
out the state for a year each. One session of each 
annual meeting of the state association should likewise 
discuss cancer questions and there should be an exhibit 
on some phase of the cancer problem at each annual 
meeting. 

12. The Minnesota State Medical Association should 
extend its codperation with the Medical School and the 
Extension Division of the University for cancer edu- 
cational work among medical and lay groups. A pro- 
gram should be developed to bring cancer actively to 
the attention of every practicing physician in the state. 
In codperation with the State Department of Health 
and the State Committee of the American Society for 
the Control of Cancer, an educational program for the 
general public should be organized. 

13. The Minnesota State Medical Association should 
give serious consideration to the lack of facilities found 
in many hospitals of the state for the examination and 
interpretation of tumor tissues, and to the provision of 
facilities whereby such examinations can be made with 
the greatest benefit to the patient and the physician. 

14. Hospitals which now permit removed tissues to 
be discarded without examination should be discouraged 
in this practice. 

15. In the Department of Pathology, University of 
Minnesota, there might well be developed a tumor reg 
istry in which would be filed tissues, slides, histories, 
and concise descriptions of tumors removed in the hos- 
pitals of Minnesota. This material should be available 
to physicians and others interested in the study of 
malignancy. 
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16. There should be developed in the State Depart- 
ment of Health a Division of Cancer Control with ade- 
quate personnel and budget to make possible the carry- 
ing out of studies in the prevention and control of can- 
cer, the analysis of hospital records, of autopsies, of 
death certificates, and of other information pertinent to 
this question. The director of this division should be a 
physican who has had clinical or other experience with 
cancer problems. The activities of this division should 
not enter into treatment of cancer in any form, but 
should be educational in character and as helpful as 
possible to physicians and hospitals in their work with 
malignancy. 

17. The Minnesota State Cancer Committee, func- 
tioning under the auspices of the American Society for 
the Control of Cancer, should be enlarged by the addi- 
tion of representative and influential medical and lay 
members. Local committees of similar composition 
should be formed in Duluth, Minneapolis, and St. Paul 
with the approval and endorsement of their county 
medical society. The function of these committees 
should be to arouse and maintain a sane and construc- 
tive interest in cancer prevention and control in their 
various communities. Wherever possible, they should 
assist in the work of the organized cancer services in 
their community. They should serve as centers of in- 
formation on cancer problems, cooperate with all other 
health and educational forces in their communities for 
the prevention and control of cancer, and assist the 
state committee whenever called upon to do so. Local 
committees should be formed in other communities 
when there is need for the support of local cancer 
work. 

18. It is believed that the needs of the cancer sit- 
uation in Minnesota will be met by the development of 
organized cancer services along the lines mentioned. 
It is realized, of course, that cancer cases will continue 
to be seen and treated in hospitals not equipped for 
cancer therapy and by physicians in their offices. It 
would be well when cancer cases are encountered by 
institutions and physicians not equipped to give adequate 
service that they be referred for treatment to hospitals 
and physicians who are so equipped. In any event, an 
adequate record of the case should be kept and a 
follow-up in keeping with the recommendations made 
herein should be carried out. In the present status of 
cancer therapy, it is doubtful if an institution should 
undertake to treat cancer unless there are available 
adequate facilities for the diagnosis, therapy, record 
keeping, and social service follow-up work. 

19. It is believed that these recommendations for an 
improved cancer service in Minnesota can be brought 
into play most effectively through the codperation of 
the Minnesota State Medical Association, as represen- 
tative of the clinical and educational phases of medicine 
in the state, the State Department of Health, and the 
Minnesota Committee of the American Society for the 
Control of Cancer in a tripartite organization for can- 
cer control. This codperative group could weld into a 
strong working organization the cancer control facili- 
ties in the state to the end that all cancer patients could 
receive acceptable and adequate treatment in the earliest 
possible stage of the disease, which stage offers the 
greatest hope of permanent relief. The organized facil- 
ities would offer also an unexcelled opportunity for 
undergraduate and post-graduate education in the field 
of cancer diagnosis and therapy, a field that needs in- 
tensive cultivation if the best service is to be rendered 
to sufferers from this disease. The effective working 
of such an organization would make unnecessary the 
entrance of any other agency, particularly any govern- 
mental agency, into the field of cancer prevention and 
control in Minnesota. The contribution which each 
member of this tripartite organization would make and 
the problems on which they would codperate in the 
suggested program are indicated in the following pages. 
There is appended to this report a short bibliog- 
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raphy of books and journals on various phases of can- 
cer. This reading list is recommended to physicians, 
medical societies, and hospitals as a minimum of pub- 
lished material from which authentic information can 
be obtained on various cancer subjects. 


PROGRAM OF TRIPARTITE ORGANIZATION FOR CANCER PRE- 
VENTION AND CONTROL IN MINNESOTA 
A. Minnesota State Medical Association 


1. The Minnesota State Medical Association, co- 
operating with the Medical School and Extension Di- 
vision of the University, should concern itself with 
the education of the physicians of Minnesota in the 
most approved methods of diagnosis and treatment of 
cancer and allied diseases. 

2. It should codperate with hospitals and other or- 
ganizations to see that adequate facilities are provided 
and acceptable treatment rendered to cancer patients 
coming to these institutions. 

3. It should stimulate the provision of adequate lab- 
oratory facilities for the examination and interpretation 
of all tumor tissues removed in the hospitals of 
Minnesota. 

4. It should stimulate its members promptly to refer 
cases which they do not diagnose or care to treat to 
institutions and to specialists interested in such cases 

5. It should endeavor to secure better histories and 
records of the treatment of cancer cases and to obtain 
more accurate statements on death certificates as to 
the cause of death. 

6. It should encourage its members to read papers 
on cancer subjects at local and state society meetings. 

It should supply its members with reliable sta- 
tistics tending to show the value of early diagnosis and 
early adequate treatment. 

B. State Department of Health 

1. The State Department of Health in Minnesota 
should make surveys to determine the character and 
extent of the cancer problem within its territory as to 
the actual number of cases and deaths. 

2. It should compile statistics from hospital records 
and the tabulation of cancer deaths by age, sex, organ, 
type of lesion, and of the time elapsing between the 
patient's first knowledge of the disease and his seeking 
medical attention. 

3. It should make surveys of the hospital, nursing, 
and other services for cancer patients in Minnesota. 

4. In codperation with the State Medical Associa- 

tion, welfare, and economic organizations, it should 
make studies of the economic problems involved with 
the cancer patients in Minnesota. 
5. In cooperation with the State Medical Association 
it should stimulate the provision of proper facilities 
for the examination of tumor tissue in the hospitals of 
the state. 

6. In codperation with the State Medical Association 
it should provide for interesting and informative arti- 
cles on the question of cancer control for distribution 
to the laity. 

It should estimate periodically the amount and 
quality of cancer service given in the state on the lines 
laid down in the Appraisal Form of the American 
Public Health Association. 

8. It should codperate with the Minnesota State 
Committee of the American Society for the Control 
of Cancer in its work of education of the public re- 
garding early signs and symptoms of cancer and the 
value of early, adequate treatment. 

C. Minnesota State Cancer Committee 

1. This committee should codperate with the Minne- 
sota State Medical Association and the State Depart- 
ment of Health in the activities suggested for these 
two organizations under this tripartite arrangement. 

2. It should assist in educating the public in the 
early signs and symptoms of cancer and the value of 
early diagnosis and early, adequate treatment. 
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3. It should assist the public in ways and mean> of 
seeking skillful attention in the treatment of  chis 
disease. 

4. It should teach the public the value of periodic 

examination as means of detecting cancer in its early 
and most hopeful stage. 
5. It should educate responsible individuals in Min- 
nesota to the value of adequate facilities for the early 
diagnosis and treatment of cancer and should urge 
upon them the provision of funds when and where 
needed to supplement existing facilities for use in con- 
trolling this disease. 

6. It should take a prominent part in the raising of 
funds to carry out the program developed by this tri- 
partite organization for cancer control. 

7. It should cooperate with all voluntary health and 
welfare agencies in all their constructive activity relat- 
ing to cancer. 

8. It should keep fully advised of the policies and 
program of the American Society for the Control of 
Cancer, of which it is the local representative, and 
should avail itself of all the facilities the parent society 
has to offer. It should furnish the Minnesota State 
Medical Association and the State Department of 
Health with educational material from the parent so- 
ciety and should keep the society’s field representative, 
responsible for the work in that territory, fully advised 
of its activities. 

Dr. F. H. Macney: The Reference Committee com- 
mends the careful and painstaking report made by the 
Committee on Cancer. If the various suggestions were 
adopted, our knowledge of the subject of cancer would 
be greatly increased. 

The question arises, however, whether the work of 
the committee would not merit financial support, and we 
would recommend this for consideration by the 
Council. 

PRESIDENT Pearce: You have heard the comments of 
the chairman of the committee that has made a very 
painstaking and splendid report, one that deserves a 
great deal of commendation on the part of our House 
of Delegates. You have heard the recommendation 
of the Reference Committee by Dr. Magney. Is there 
any discussion on this report? 

Dr. F. J. Savace (Saint Paul): It seems to me, with 
the increasing death rate from cancer, which has now 
reached the second largest cause of death in Minnesota, 
and in view of this exceedingly excellent report of Dr. 
Rector, and the recommendations of the Reference 
Committee, this committee cannot function properly 
unless they have money at their disposal. 

I would like to ask Dr. Robertson how much he 
thinks would be advisable to put on this campaign of 
education for the coming year, how much he thinks it 
would be advisable for his committee to have. 

Dr. Robertson, how much does your committee need 
to function properly for another year? 

Dr. Ropertson: We don’t need any money. 

Dr. SAvAGE: That’s fine. 

PRESIDENT Pearce: Is there any further discussion of 
Dr. Robertson’s report? If not, it will be considered 
as the sense of the House of Delegates that this report 
be referred back to the Council for action. 

The next order of business is the report of the Inter- 
Professional Relationships Committee. Is there any 
report from the Inter-Professional Relationships 
Committee ? 

Dr. F. H. MaGney: 
report. 

PRESIDENT PEARCE: Report of the Committee on Dia- 
betes. Dr. Wilder. 


REPORT OF COMMITTEE ON DIABETES 
1. The incidence of diabetes in Minnesota as well 
as in the registration area of the United States is on 


the increase. The present mortality rate in Minnesota 
per 100,000 of the population is 22.37 (1932). The av- 
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erage rate for the five years, 1928 to 1932, inclusive, was 
2.3. and that for the five year interval, 1915 to 1919, in- 
clusive, was 15.8. The mortality rate for tuberculosis in 
1931 was 41.42, from which it may be seen that more 
than half as many people are dying with diabetes as 
with tuberculosis. 
Data compiled by the Metropolitan Life Insurance 
Company indicate that the increase in mortality from 
diabetes is due in part to the increasing numbers of 
older persons in the community, especially older wom- 
en. The data indicate a slight decrease for the first 
four decades which is overbalanced by the increase for 
later decades. The 1931 Minnesota statistics show a 
marked predominance of females in deaths from dia- 
betes after the age of forty. 
2. Questionnaires were sent to the physicians who 
signed | the death certificates in the 547 deaths attributed 
to diabetes in 1931; 375 replies were received. From 
these replies it appears that 28 per cent of these indi- 
viduals died from uncomplicated diabetes. Furthermore, 
10.5 per cent of all the deaths from diabetes in 1931 
were in the first four decades of life. The present 
treatment of diabetes, if properly administered, is of 
such effectiveness that these deaths are avoidable. No 
one need die today of uncomplicated diabetes, and the 
moriality among diabetics in the first four decades of 
life ought not to exceed that of a similar age group in 
the population at large. That the experience in Minne- 
sota is not unique is indicated by the data of the Met- 
ropolitan Life Insurance Company, which shows only 
a slight decrease in the death rate of young diabetics 
since the discovery and introduction of insulin. 
3. The conclusion from the above is that diabetes is 
poorly treated over the country at large. Our data do 
not indicate that the situation is worse in Minnesota 
than elsewhere, nevertheless it could be greatly im- 
proved. The inadequacy of its present management is 
further attested by the fact that more than half of the 
cases dying of uncomplic: ited diabetes (diabetic coma) 
received no insulin in their final illness. 
4. This poor treatment may be attributed to: 
(a) Ignorance or indifference on the part of 
patients. The replies received from the 
questionnaires indicate dependence on quacks, 
on patent medicines or Christian Science in 
a number of instances. 
(b) Inability to secure insulin. In 75 of the 375 
deaths in which information was obtained the 
individual could not buy insulin. In forty- 
five cases (twenty-eight in hospitals) it was 
supplied by charitable agencies; 125 cases re- 
ceived no insulin at any time and forty- 
seven had none in their final illness. 
(c) Lack of knowledge about the treatment of 
diabetes on the part of the profession. 
ie is indicated by: 
The small percentage of patients who had 
been taught the technic of urinalysis—55 
per cent of the 375. 

2. Thirty-nine patients using insulin with no 
attempt at control of the diet. 

3. Only 39 per cent of the 375 patients on 
measured diets (147 cases). 

RECOM MENDATIONS 

1. That facilities be provided either by the state or 
through charitable agencies to provide insulin free of 
charge to those needing it but unable to pay for it. It 
would seem best to distribute such insulin only on the 
request of the physicians in charge of such cases. 

2. That arrangements be made with the holders of 
the patents on insulin to place the manufacture of in- 
sulin on a non-profit making basis so that it will be 
available at the cost of production to all who need it. 
Failing this that arrangements be made by the state 
or state university to buy insulin at the cheapest possi- 
ble wholesale rate and dispense it at a price sufficient 
only to cover the cost of purchase and distribution. 
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3. That the State Medical Association engage in a 
systematic campaign of advertising in the public press 
and by radio, calling attention to the present satisfac- 
tory methods of treating diabetes and warning against 
quacks and patent medicines. Such advertising should 
instruct the reader to write to the secretary of the 
State Medical Association for pamphlets which would 
provide additional information. The Committee on Dia- 
betes is prepared to submit copy for such a pamphlet. 
The material contained would tell the story of diabetes 
and the discovery of insulin, and outline in general 
terms the principles of satisfactory management. It 
would dissuade the reader from reliance on untried 
methods of treatment and urge his placing his case 
in the hands of the physician. This matter could prop- 
erly be referred to the Committee on Public Health 
Education. 

4. That every physician in the state be provided with 
literature in the form of a pamphlet which would ac- 
quaint him in the simplest and most practical manner 
possible with an approved technic for the handling of 
these cases. Copy for this pamphlet will be provided by 
the Committee on Diabetes. 


It is suggested that the funds necessary for this en- 
terprise might be made available by the United States 
Reconstruction Corporation, that the life insurance 
companies might also be interested, or that state aid 
may be obtained. Specific recommendations relative to 
ways and means will be submitted later. 

Yours very truly, 
Russet, M. Wivper, Chairman. 


Dr. R. M. Wivper: The diabetes mortality in this 
state and the country at large is increasing at a phe- 
nomenal rate. For instance, we have the figures for the 
five-year period between 1915 and 1919. Then the rate 
was 15.8 per cent. In the last five years it has risen 
to 22.37 per cent. This represents a 40 per cent increase 
in the rate of mortality from this disease, and brings 
this disease into a position of considerable public health 
importance. The actual number of people dying with 
diabetes this last year, in the state of Minnesota, was 
nearly 550. 

An inquiry into the exact cause of death of these 
550 people was desired, and the attention of the council 
was called to the problem. In consequence, this com- 
mittee was appointed at the last meeting of the Council 
three months ago, and as a result of that I am speaking 
to you now. 

The committee, having had but a short time to func- 
tion, has as yet made relatively little progress. They 
have, however, analyzed the deaths from diabetes in 
1931, receiving the death certificates from the secre- 
tary of the State Board of Health, and writing or 
sending questionnaires to the doctors who signed those 
death certificates. 

It appears from this analysis that 28 per cent of these 
patients died with uncomplicated diabetes, and that 10 
per cent of them were individuals under thirty years of 


sage. This means that 167 unnecessary deaths occurred 


in our state in that year because with the present, well 
developed methods of treating diabetes, there is no ex- 
cuse for people dying of uncomplicated diabetes, nor 
for young people dying of diabetes in a proportion 
larger than they would be expected to die. 

More than half of these people had no insulin at all, 
at any time in the course of their disease. These facts, 
together with this increased mortality from diabetes, 
despite this great discovery that has placed at our hands 
a means of controlling diabetes, is a matter of public 
health concern and one with which the State Medical 
Association should be occupied. 

It must be concluded from this analysis, short as it 
is, that the people at large are not receiving the benefit 
that the laboratory work in the development of insulin 
should give them. 

Poor treatment can be attributed, first, to ignorance 
or indifference on the part of people; second, to inabil- 
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ity, on the part of those in poor economic circum- 
stances, to buy insulin; third, very definitely, to a lack 
of knowledge on the part of the profession as to a suit- 
able and approved method of treatment of diabetes. 

The committee therefore has made certain tentative 
recommendations. 

It is clear that much of the poor treatment of dia- 
betes is by physicians who do not attend either the State 
Medical Association meetings or their county meetings. 
It is clear, from experience in other states, that it is 
extremely difficult to get specific information regarding 
new methods of treatment into the heads of such men. 

It seems to us that by educating the public we may 
perhaps exert pressure on the physician to acquaint 
himself with what is to be expected of him. Then if 
we provide him with facilities for learning about it, we 
will really accomplish something definite. 

The condition in Minnesota is no worse, judging from 
the Metropolitan Life Insurance Company’s statistics, 
than that in other parts of the country. The data I 
have given you indicate, I feel sure, that considerable 
improvement can be made. 

Ways and means to carry out these recommendations 
to pay for this literature we propose distributing, must 
be found, and this has not as yet been done. There- 
fore, it is proposed that you refer this matter to the 
Council with power to act, in case our committee is 
able, before the next annual meeting, to arrive at some 
definite proposals for action. 

Dr. F. H. Macney: The Reference Committee rec- 
ommends the acceptance of this report and recom- 
mends that the matter of costs involved be referred 
to the Council for action. 

PresIDENT PEARCE: You have heard the recommenda- 
tion. Is there any discussion on Dr. Wilder’s report? 
If there is no discussion, I would like to have a motion 
referring this back to the Council as recommended by 
the Reference Committee. 

Dr. A. B. Stewart (Owatonna): 
motion. 

The motion was regularly seconded. 

PRESENT Pearce: It has been moved and seconded 
that the report be referred back to the Council for 
whatever action is necessary. Those in favor signify 
by saying “aye”; opposed “no.” It is carried. 

The next order of business is to find out if the Com- 
mittee on Credentials has any more credentials. 

Dr. C. A. McKinray: It has received no others. 

PRESIDENT PEARCE: We now have received the cre- 
dentials of forty-five delegates. The total delegates will 
be fifty-eight. We have a good representation. 

The next is correspondence and announcements. 

Dr. F. H. Magney read a letter and resolution re- 
ceived from the Medical Association of Georgia. 

PRESIDENT Pearce: This letter is right on the point 
of the committee on which Dr. Scammon reported. I 
think probably the best way to handle it would be to 
refer it to that committee for answer. 

Dr. W. H. Coventry (Duluth): I make such a mo- 
tion, Mr. President. 

The motion was regularly seconded. 

PRESIDENT PEARCE: It has been moved and seconded 
that this letter be referred to the Committee on the 
Number of Physicians to be Licensed in the State of 
Minnesota. Those in favor of the motion signify by 
saying “aye”; opposed “no.” It is carried. 

Secretary Meyerding made several announcements. 

PresIDENT Pearce: The next order is unfinished 


I make such a 


business. There are certain amendments to the Con- 
stitution and By-Laws. Dr. Meyerding, will you read 
those? 


SECRETARY MEYERDING: These are amendments to the 
Constitution lying over from last year. They were 
published in my report and also sent out individually. 
The first amendment: 

Article IV, Section 4—Affiliate (that is a new word, 
substituted for emeritus) members shall be those mem- 
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bers of component district or county medical societics 
(this is new) who upon their own request, and having 
held membership for a period of twenty-five years in 
this Association, and having reached the age of seveniy 
years (the sixty-five is changed to seventy years), or 
who through physical disability are unable to engage in 
active practice, and who (“upon their own request to 
their district or county society” is taken out) shall 
have been declared affiliate members of their own dis- 
trict or county medical society at its regular meeting, 
such action having been approved by the Council. 

PRESIDENT PEARCE: This was presented a year ago. 
According to the Constitution, an amendment to the 
Constitution must lay over one year. 

This change in the Constitution really does nothing 
but raise the age limit from sixty-five to seventy. 

SECRETARY MEYERDING: And the members must make 
the request themselves. 

PRESIDENT PEARCE: What is your pleasure with this 
amendment? 

Dr. A. J. Lewis (Henning): 
adopted. 

The motion was regularly seconded. 

Dr. A. G. Scuutze (Saint Paul): It will be neces- 
sary for the component societies to change their con- 
stitutions to harmonize with this, won’t it? 

PRESIDENT PEARCE: Yes. Is there any further dis- 
cussion? It has been moved and seconded that this 
change to the Constitution be adopted. All in favor 
signify by saying “aye”; opposed “no.” It is carried. 

Secretary Meyerpinc: “Article V: House of Dele- 
gates—The House of Delegates shall be the legislative 
and business body of the Association and shall consist 
of (1) Delegates elected by the component county and 
district societies, (2) Councilors, (3) the President, 
(4) the President-Elect, (5) Ex-officio Secretary and 
Treasurer, (this is new) (6) Past Presidents who shall 
be entitled to the privileges of the floor but without 
the right to vote.” 

Dr. E. S. Boteyn (Stillwater): I move the adoption 
of that. 

The motion was regularly seconded. 

PRESIDENT Pearce: You have heard the motion. Is 
there any discussion? Those in favor signify by say- 
ing “aye”; opposed “no.” It is carried. 

SECRETARY MEYERDING: “Article VI: Council.’—The 
only change is adding “the immediate Past President” to 
the Council. It reads: “The Council shall consist of 
the Councilors, the President, the President-Elect, the 
immediate Past President, and ex-officio the Secretary 
and the Treasurer. Besides its duties mentioned in the 
By-Laws, it shall constitute the Finance Committee of 
the House of Delegates. A majority of Councilors 
shall constitute a quorum.” 

Dr. W. H. Coventry (Duluth): I move the adoption 
of that. 

The motion was regularly seconded. 

PRESIDENT Pearce: You have heard the motion to 
adopt this change in the Constitution. All in favor sig- 
nify by saying “aye”; opposed “no.” It is carried. 

SECRETARY MEYERDING: We have the application from 
the Olmsted-Houston-Fillmore County for a new char- 
ter. The Olmsted County Society has turned in their 
charter and the Houston-Fillmore cannot find theirs. 
If the Olmsted County would like this charter back, and 
they have some place to keep it as a souvenir, we will 
be glad to return it. The application is from the sec- 
retary, Dr. Piper, for a charter for the Olmsted- 
Houston-Fillmore County Medical Society. 

PRESIDENT Pearce: A motion granting the charter is 
in order. 

Dr. W. H. Coventry: 
charter. 

The motion was regularly seconded. 

PRESIDENT Pearce: Is there any discussion? All 
those in favor of the motion signify by saying “aye”; 
opposed “no.” It is carried. 
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SecRETARY: We have the following applications for 
Associate membership. These have all been members 
of their local societies and have been voted upon by 
the Council: 

Richard M. Hewitt, Rochester 

Esther M. Greisheimer, Minneapolis 

Irvine McQuarrie, Minneapolis 

Hobart A. Reimann, Minneapolis 

PRESIDENT Pearce: A motion granting these people 
Associate membership is in order. 

Dr. F. H. Macney (Duluth): I so move. 

The motion was regularly seconded. 

PRESIDENT Pearce: Is there any discussion? 
favor signify by saying “aye”; opposed “no.” 
carried. 

Dr. F. H. Macney: Here is a resolution with a note 
“From the desk of Dr. F. E. Harrington :” 

“Wuereas, The prefix ‘Doctor’ or its abbreviation ‘Dr.’ to the 
name of any person conveys no specific idea; and 

“Whereas, Colleges and universities may, by charter, bestow 
a doctorate in divinity and the sciences; an 

“Whereas, The prefix ‘Doctor’ or its abbreviation ‘Dr.’ has 
been adopted by persons not holdin ng a doctor degree; and 

“Wuereas, The prefix when used by graduates in medicine 
and those licensed to practice medicine, surgery and their spe- 
cialties does not convey the science which such persons practice; 
now therefore be it ; 

“REsOLvED, That it. is the sense of the Minnesota State Medi- 
cal Association that wherever the names of its members are 
written or printed they be designated by the suffix ‘M.D.’ as 
Doctors of Medicine in order to convey the fact that they have 
honorably completed the course of study and have been grad- 
uated and awarded the degree ‘Doctor of Medicine.’ 

“Done at the City of Rochester this — day of May, 1933.” 


Dr. H. M. WorKMAN (Tracy): I move its adoption. 

PRESIDENT PEARCE’ Js that just a resolution? 

Dr. F. H. Macney: Yes. 

Dr. Harrington’s resolution relative to using the title, 
“M.D.” in preference to the title “Dr.” is referred to the 
House of Delegates without comment and for their dis- 
cussion. 

PRESIDENT Pearce: You have heard the resolution. 
Is there any discussion? 

Dr. CovENTRY: I move its adoption. 

Dr. WorKMAN: I second the motion. 

PRESIDENT Pearce: All in favor signify by saying 
“aye”; opposed “no.” It is carried. . 

We now come to the next to the last order of busi- 
ness and that is new business. Has anyone anything? 

Dr. W. W. Wit (Bertha): So far as I know, if 
any of the medical men become entangled in legal ques- 
tions they probably will be glad to have a legal adviser, 
and one that is worthy of that title. I haven’t person- 
ally become involved, but I have personal knowledge of 
a matter that our legal representative took care of, after 
the legal profession in our community were not able 
to cope with it. We had one colored practitioner up 
there, or “quack” is a better term. All the legal pro- 
fession could do was to get him into court, but Mr. 
Brist successfully put that man where he belonged. I 
would like to present this as a resolution before this 
body: 

“Be it hereby Resotvep, the Council and the House of Dele- 


gates express their satisfaction and confidence in Mr. Manley 
Brist as the authorized legal adviser of the Committee on Pub- 


All in 
It is 


lic Policy and Legislation and the State Board of Medical 
Examiners.” 

I move the adoption of that resolution. 

The motion was regularly seconded. 

PRESIDENT Pearce: Is there any discussion? All in 
favor of the resolution as offered by Dr. Will say 


“aye”; opposed “no.” It is carried. 

Mr. F. MANtey Brist: I would like to express my 
sincere appreciation of that endorsement. 

PRESIDENT Pearce: Is there any other new business 
to come before the House of Delegates? 

Dr. F. H. Macney: There is an amendment to the 
By-Laws, Chapter 9, on Committees, Section 1: 
President and the Secretary shall be ex-officio members 
of all committees. The standing committees shall be as 
follows, and appointed by the President unless other- 


“The , 
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wise provided,” and then the names of the committees 
are to follow. That is presented this year to be voted 
on next. Isn’t that right? 

PRESIDENT PEARCE: That is merely a matter of pre- 
senting a proposed amendment to the By-Law that will 
have to lay over until the Tuesday meeting. Is there 
any other business? 

Dr. H. M. WorKMAN: There is one matter I would 
like to call to the attention of the House of Delegates. 
This matter has been called to my attention, and I think 
it is of some importance. It is a case where we were 
very much interested in a legal way. The wife of a 
judge before whom we had a very important case pend- 
ing, went to a doctor’s office. For some reason un- 
known to me (it may have been a very good explana- 
tion) she had to sit there and wait three hours before 
the doctor would see her. It might have been all right 
if she was some mechanic’s wife but it did not go very 
well with the judge. If we would only give attention 
to cases of that kind it might help us in court. 

PRESIDENT Pearce: Is there any other business to 
come before the House? ° 

Dr. Coventry: Would it be in order to accept the 
report of the president as given this evening? I think 
it should be on the record. 

PRESIDENT Pearce: Has anyone anything else they 
would like to bring up before the House of Delegates 
this evening? If there is no other business, a motion 
to adjourn will be in order. 

Dr. H. M. WorKMAN: I move that we adjourn. 

The motion was regularly seconded, and the meeting 
adjourned at eleven-thirty o’clock. 


Second Session of the House of Delegates 
Tuesday Afternoon, May 23, 1933 


The second session convened at twelve-fifty o’clock, 
President Pearce presiding. 

PRESIDENT PEARCE: The House will come to order. 

The secretary will call the roll. 

Secretary Meyerding called the roll. 

PRESIDENT PEARCE: The first matter of business to 
come before this meeting of the House of Delegates is 
the summary of the minutes of the previous meeting. 

Secretary Meyerding read the summary of the min- 
utes of the meeting held Sunday evening, May 21, 1933. 

PrEsIDENT PEARCE: Are there any corrections to 
these minutes? If there are no corrections, the min- 
utes will stand approved as read. 

We will now have the report of the Council by Dr. 
Workman. 

Dr. Workman read the report of the Council. 


REPORT OF THE COUNCIL 


The second meeting of the Council of the Minnesota 
State Medical Association was held at the Kahler Hotel, 
Monday, May 22, 1933, at 12:30 P. M. 

The following were present: N. O. Pearce, H. M. 
Workman, W. A. Coventry, O. J. Hagen, F. J. Savage, 
W. W. Will, L. Sogge, J. S. Holbrook, J. M. Hayes, 
and E. A. Meyerding. 

Guest: S. H. Boyer. 

The meeting was called to order by the chairman, 
Dr. H. M. Workman. 

Motion was made, regularly seconded and carried 
that Dr. Horace Newhart of Minneapolis be appointed 
chairman of the Hard of Hearing Committee, Dr. New- 
hart to have the privilege of appointing the other mem- 
bers, not exceeding three. 

The following committee to confer with the State 
Board of Control was appointed: H. M. Johnson, T. 
H. Sweetser, N. O. Pearce, O. E. Locken, and W. W. 
Will. 

With regard to the request of the Radio Committee 
and the recommendation of the Reference Committee 
that the preparation of placards to be placed in phy- 
sicians’ aw rooms showing the broadcasting time 
of Dr. W. A. O’Brien, motion was made, seconded and 
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carried instructing the secretary to have such placards 
printed and distributed. 

In regard to the recommendation of the Committee 
on Public Policy and Legislation and the Reference 
Committee, which is as follows: “We would call at- 
tention to the recommendation that the modification of 
the medical practice act should be made which would 
give the Board of Medical Examiners the power to sus- 
pend a license and reinstate it at their discretion.” The 
Council will take up this matter with the Committee 
on Public Policy and Legislation at the proper time. 

Motion was made, seconded and carried that the rec- 
ommendation of the Reference Committee that the 
Council invite the Committee on Medico-Legal Affairs 
to sit in consultation with them, be referred to the 
Committee on University Relations and report back to 
the Council at its next meeting. The Committee on 
University Relations to act in conjunction with the 
Medico-Legal A ffairs. 

With regard to the report of the Committee on Pub- 
lic Health Nursing and the recommendation of the 
Reference Committee, the Council instructed the secre- 
tary to forward the following resolution to the State 
Board of Medical Examiners: “That the State Medical 
Association go on record as opposed to public health 
nurses entering into the field of medicine.” 

The appointment of the Committee on Industrial 
Relations was accepted by the Council. 

The report of the sub-committee of which S. Marx 
White is chairman, was referred to the Medical Econ- 
omics Committee. 

The Council referred the report of the Committee 
on Regulation of Number of Physicians Licensed to 
Practice Medicine in Minnesota, to the Medical Econ- 
omics Committee for further report. 

The Council will work with the chairman of the 
Cancer Committee and assist him in every way possible. 

With regard to the report of the Committee on 
Diabetes, the Council will codperate with the chairman. 

The Council instructs that the following resolution 
be sent to the State Board of Medical Examiners: 

“Be it hereby Resotvep that the Council and the House of 
Delegates express their satisfaction and confidence in Mr. Manley 
Brist as the authorized legal advisor of the Committee on Public 
Policy and Legislation and the State Board of Medical Exam- 
iners. 

Motion was made, seconded and carried that the 
secretary be authorized to make arrangements for the 
temporary engagement of a part time assistant for the 
purpose of attempting to organize some counties in the 
care of the indigent, this arrangement subject to the 
approval of the Council. 

Motion was made, seconded and carried that the 
Council meet six times a year. The dates to be left to 
the discretion of the chairman of the Council and the 
secretary of the State Association. 

Motion was* made, seconded and carried that the 
committees now existing in the Association, and all 
future committees that have to do with medical econ- 
omics, be Council committees, to be appointed and or- 
ganized by the Council and to report to the Council. 

The chairman of the State Health Relations Com- 
mittee appeared before the Council and the following 
action was taken: “Motion made, seconded and carried 
that Dr. Sweetser obtain an opinion from the Attorney- 
General on all plans that he has for the care of the 
indigent, and they to meet with the Council in the Fall 
with definite plans.” 

The meeting adjourned. 

PRESIDENT Pearce: What will you do with the report 
of the Council? 

Dr. W. H. Coventry (Duluth) : 
ance. 

Dr. E. 
tion. 

PresweNnt Pearce: Is there any discussion? If 
there is no discussion, all those in favor will signify by 
saying “aye”; opposed. It is carried. 


I move its accept- 


. Boteyn (Stillwater): I second the mo- 
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The next order of business is the election of office;s. 
At this time we are to elect a new President, First Vice 
President, Second Vice President, Secretary and Treas- 
urer, and the Councilors whose terms expire at this 
time. 

The first office to be considered is that of president, 
We will now accept nominations for president of tis 
Association. 


Dr. B. S. Apams (Hibbing): I wish to present in 
nomination a man I have known for so many years 
and so intimately that I feel certain of his honesty and 
his integrity. We were classmates at University and 
dissected at the same table. 

Since our graduation, I have kept in intimate contact 
with him and know somewhat the sort of man he has 
been. Not only is he an upstanding man in his com- 
munity, but he is a physician of the type that we all 
admire, capable, faithful and conscientious. He has al- 
ways lived up to the highest tenets of our profession, 
and his constant endeavor has been to uphold the prac- 
tice of medicine on the highest standard possible, not 
only as an art, not only in its scientific objectives but 
also in its humanitarian aspects of bringing comfort to 
those in distress and affliction. He has done much for 
our state medicine. His many years of service and 
training have well prepared him for the duties of this 
office. He is a past president of Ramsey County; for 
many years he was a member of the House of Dele- 
gates, and he is now serving his third term as Coun- 
cilor. He has made contacts with our legislative affairs 
and knows somewhat of the difficulties and troubles, 
from several years’ membership on the Legislative Com- 
mittee, one year of which he was chairman. He was 
on the committee which revised our ‘state Constitution. 

He was the first chairman of the Committee on Pub- 
lic Health Education. He is familiar with the present 
challenge to our profession, and he is not unaware 
of the economic conflict which is facing us. He de- 
precates the tendency toward state medicine, and par- 
ticularly those endeavors on the part of others to com- 
mercialize medicine and to lower our standards. He 
has stood shoulder to shoulder with those who have 
done valiant work for our organization. He knows 
better than most men what has been done in the past, 
and he is familiar with our program that is outlined for 
the present and immediate future. His concept of our 
needs for many years to come is clearer than most 
men possess. 

Endowed with a generous amount of good common 
sense, a keen insight into affairs, a clear vision, an un- 
usual executive ability, and a rare capacity for detail, 
he is well fitted for the office of president. 

I take pleasure in nominating a man of high idealism, 
a man who has the courage of his conviction, a man 
who has been tried and not found wanting—Frank J. 
Savage of Saint Paul. 

Dr. E. S. Bottyn: I subscribe to what Dr. Adams 
has said about Dr. Savage, only I feel sure he would 
never condemn a man without a fair hearing. I wish to 
second the nomination. 

PRESIDENT PEARCE: 
president? 

Upon motion regularly made and seconded, the nomi- 
nations for president were closed. 

PRESIDENT PEARCE: A motion for the secretary to 
cast the ballot for president is in order. 

Dr. E. S. Boteyn: I so move. 

The motion was regularly seconded. 

PRESIDENT Pearce: It has been moved and seconded 
that the secretary cast the unanimous ballot for Dr. 
Savage for president. All in favor of that motion 
signify by saying “aye”; opposed. It is carried. 

SECRETARY MEyERDING: The secretary hereby casts 
the unanimous ballot for Frank Savage as president for 
the ensuing term. 

PRESIDENT PEARCE: 


Are there other nominations for 


The next order of business is 
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We will now ac- 


the election of a first vice president. 
cept nominations for first vice president. 


Dr. S. A. SLATER (Worthington): I wish to place 
in nomination the name of a man from the south- 
eastern part of the state. He is a man well fitted and 
worthy of the honor. This man is Dr. Andrew Gullix- 
son of Albert Lea. 

The nomination was, regularly seconded. 

PRESIDENT Pearce: Are there any further nomina- 
tions for first vice president? 

Upon motion regularly made and seconded, the nomi- 

nations for first vice president were closed. 

PRESIDENT PEARCE: A motion instructing the secre- 
tary to cast the unanimous ballot will be in order. 

Dr. W. G. Parapts (Crookston): I so move. 

The motion was regularly seconded, put to a vote and 
carried. 

SECRETARY MEYERDING: The secretary hereby casts 
the unanimous ballot for Dr. Andrew Gullixson of 
Albert Lea as first vice president. 

PRESIDENT PEARCE: We now come to the nomination 
of second vice president. The chair will now receive 
nominations. 

Dr. F. J. Lexa (Lonsdale): I would like to place 
in nomination from Rice County, from Faribault, a man 
who has been active in various organizations, a young 
man, and I think he would be well fitted for the posi- 
tion. He is Dr. C. M. Robilliard of Faribault. 

The nomination was regularly seconded. 


PreswwENtT Pearce: Are there any other nominations 
for second vice president? 

Upon motion regularly made and seconded, the nomi- 
nations were closed and the secretary was instructed 
to cast the unanimous ballot. 

SECRETARY MEYERDING: The secretary hereby casts 
the unanimous ballot for Dr. C. M. Robilliard of Fari- 
bault as second vice president. 

PRESIDENT PEARCE: The next is the election of secre- 
tary. The chair will receive nominations for secre- 
tary for the ensuing year. 

Dr. A. W. Apson: I move that Dr. Meyerding be 
re-employed as secretary of this Association. 

Dr. E. S. Boteyn: I second the motion. 

PresiweNt Pearce: Are there any other nomina- 
tions ? 

Dr. F. J. Lexa (Lonsdale): I move that the nomi- 
nations be closed and the president cast the unanimous 
ballot. 

The motion was regularly seconded, put to a vote 
and carried. 

PresIpDENT PEARCE: The president hereby casts the 
ballot for Dr. Meyerding as secretary for the ensuing 
year. 

The next is the election of treasurer for the ensuing 
year. 

Dr. D. A. MAcDonatp (Minneapolis): I 
Dr. Condit. 

The nomination was regularly seconded. 

Dr. O. J. HAGEN (Moorkead): I move the nomina- 
tions be closed and the secretary cast the unanimous 
ballot of this House of Delegates for Dr. Condit for 
the ensuing year. 

The motion was regularly seconded, was put to a vote 
and carried. 

SECRETARY MEYERDING: The secretary hereby casts 
the unanimous ballot for Dr. W. H. Condit of Minne- 
apolis as treasurer. 

PresIDENT PEARCE: Because Dr. Frank Savage is 
president for 1934, his office as councilor becomes 
vacant. We will now receive nominations for councilor 
to fill out the balance of his term. 

Dr. E. S. Boteyn: I wish to nominate Dr. George 
Earl to take the place of Dr. Savage as councilor of the 
Fifth District. 

The motion was regularly seconded. 

Preswent Pearce: Are there other nominations? 


nominate 
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Dr. G. N. Ruwperc (St. 
Albert Schulze. 

PRESIDENT PEARCE: 
nomination ? 

Dr. J. M. Cutiican (St. Paul) : 
nation of Dr. Schulze. 

PRESIDENT PEARCE: 
Dr. Coventry as tellers. 

The next is the election of counciior for the Fourth 
District, for a term of three years. The present in- 
cumbent is J. S. Holbrook. The chair will receive 
nominations for councilor for the Fourth District. 

Dr. A. G. Liepiorr (Mankato): I would like to 
nominate J. S. Holbrook to succeed himself as councilor 
for the Fourth District. 

Dr. L. L. Socce (Windom): I second the nomina- 
tion. I move that the secretary be instructed to cast 
the ballot for J. S. Holbrook to succeed himself. 

Dr. Lireptorr: I second the motion. 

The motion was put to a vote and carried. 

SECRETARY MEyYERDING: The secretary hereby casts 
the unanimous ballot for Dr. J. S. Holbrook of Man- 
kato to succeed himself as councilor for the Fourth 
District. 

PRESIDENT Pearce: The next is the election of 
councilor from the Sixth District. J. M. Hayes is the 
present incumbent. 

Dr. D. A. MacDonatp (Minneapolis): It was my 
privilege to nominate Dr. Hayes last year to fill the un- 
expired term of Dr. Pearce. I think Dr. Hayes has 
shown ability on this Council, and I want to nominate 
him again for this office. 5‘ 

The motion was regularly seconded. 

Upon motion regularly made and seconded, the nomi- 
nations were closed and the secretary was instructed to 
cast the unanimous ballot. 

SECRETARY MEYERDING: The secretary hereby casts 
the unanimous ballot for J. M. Hayes as councilor of 
the Sixth District. 

PRESIDENT Pearce: The next is the election of coun- 
cilor for the ensuing three years, from the Eighth 
District. Dr. O. J. Hagen is the present incumbent. 

Dr. O. J. Hacen (Moorhead) : Three nights ago 

I drove down to the city of Rochester, 4 la Huey Long. 
I carried a loudspeaker and opened headquarters in the 
Kahler Hotel. I wanted to be renominated for Coun- 
cilor of my particular district. I thought I had served 
them with unstinted distinction, but no one came into 
the headquarters. Nobody listened when I spoke 
through the loudspeaker. I began to talk over the mat- 
ter with myself and asked myself whether I was going 
to run again or not, under such circumstances. I re- 
ceived quite a bit of encouragement from myself. 

I sat on my own knee and talked the matter over, 
as a man should, in running for office. I heard the 
honorable president the other night, put up his ideas 
of his program for the next year. When I heard they 
were going to meet six times a year and meet day and 
night, I thought the task was too big for me to carry 
on. So I resolved that, receiving no encouragement for 
the office, and unable to meet such a tremendous pro- 
gram as is sketched out for the coming three years 
under the dominancy of this president that holds over 
until January 1, I was not quite equal to the task. 
It isn’t because I do not love this Council. There is no 
finer body standing for high ideals of medicine in 
America than the Minnesota Council. I have loved to 
work with them, and with the progress they have 
shown, every physician in Minnesota has reaped the 
benefit. 

I bethought myself and said, “Now, I have to place 
in nomination somebody who knows the ropes.” [| 
think no man should serve on the Council for only 
three years, because it really takes three years to 
understand some of the business that the Council has 
to — with in changing times. 

I said, “I must get someone who is a high-powered 


Paul): I nominate Dr. 
Is there a second to Dr. Schulze’s 
I second the nomi- 


I will appoint Dr. Fansler and 
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man and who knows the ropes,” as Huey Long says. I 
ran down the list and I found there were two or three 
very capable men in my district who could take care of 
the matter, be acceptable to the Council and be in line 
with the policies of the administration at the present 
time. 

I am presenting for your consideration, Fellow Dele- 
gates and Councilors, the name of the man who prob- 
ably gave the greatest impetus to what is termed a new 
deal for the doctors of Minnesota through its Medical 
Association. I have reference to its past president, the 
Cincinnatus of the West, Dr. Willard Burnap, to serve 
you for the next three years. 

Dr. L. H. Ruttepce (Detroit Lakes): I come from 
the same district as Dr. Hagen and Dr. Burnap. Dr. 
Hagen, in his mild way, failed to tell you that he is 
also a regent of the University and that consumes a 
great deal of time. We live in the northwestern part 
of Minnesota where it is a little hard to make a living. 
It is necessary for us to put in many hours. The tend- 
ency now is not to work everybody as hard as they 
have been doing. There have been several improve- 
ments along the scientific line. The tendency, both in 
government and in science, is to cut down the hours. 
A man in Saint Paul has invented a slide rule whereby 
we may be able to gage our actions better. 

Dr. Hagen has served this organization well. Were 
it not for the fact that he is begging to be relieved of 
his many duties, I would not be in favor, nor would 
our county society be in favor of it because we think 
a great deal of him. He has done much for our so- 
clety. 

However, I want to take this opportunity to wish it 
onto another willing horse, and to second the nomina- 
tion of Dr. Burnap. 

PRESIDENT Pearce: Are there any further nomina- 
tions for councilor of the Eighth District? 

Upon motion regularly made and seconded the nomi- 
nations were closed and the secretary was instructed 
to cast the ballot. 

SECRETARY MeEyYeERDING: The secretary hereby casts 
the unanimous ballot for Dr. W. L. Burnap of Fergus 
Falls as councilor of the Eighth District for the ensuing 
three years. 

PRESIDENT Pearce: Are the tellers ready to report 
on the election of councilor for the Fifth District? 

Dr. FANSLER: Mr. President, the tellers have counted 
the votes, and they find there are forty-two votes for 
Dr. George Earl and ten for Dr. Schulze. 

PresIpENT Pearce: You have heard the result of the 
tellers. We will declare Dr. George Earl elected as 
councilor for the Fifth District to fill out the unexpired 
term of Dr. Frank Savage. 

Dr. E. C. Boteyn: I move that the election be made 
unanimous. 

The motion was regularly seconded. 

PRESIDENT Pearce: It has been moved and seconded 
that the election of Dr. George Earl as councilor for 
the Fifth District be made unanimous. All in favor of 
that motion will signify by saying “aye”; opposed. It 
is declared unanimous. 

The next order of business is the election of delegate 
and alternate to the American Medical Association. 
According to the By-Laws of this organization, the 
Council is empowered or instructed or authorized to 
present a nominee to the House of Delegates for each 
of these offices. 

The Council met and deliberated on the subject and 
have nominated for this office Dr. C. B. Wright, the 
present incumbent, as delegate, and Dr. J. T. Christison 
of St. Paul, as alternate. 

The chair will accept other nominations from the 
floor for the office of delegate and alternate to the 
American Medical Association. 

Dr. H. M. WorKMAN: There being no further nomi- 
nations, I move the nominations be closed and the rec- 
ommendation of the Council be adopted and the secre- 
tary cast the ballot 
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Dr. W. H. Coventry: I support the motion. 

PRESIDENT PEARCE: You have heard the motion of 
Dr. Workman, that there being no further nomina- 
tions, the nominations be closed and the secretary he 
instructed to cast the unanimous ballot of the House 
of Delegates for Dr. C. B. Wright as delegate to the 
American Medical Association and Dr. J. T. Christison 
as alternate. All in favor say “aye”; opposed. It ‘s 
carried. The secretary will cast the ballot. 

SECRETARY MEYERDING: I hereby cast the unanimous 
ballot for Dr. C. B. Wright of Minneapolis as delegate 
and Dr. J. T. Christison of St. Paul as alternate. 

PRESIDENT PEARCE: We will take up next unfinished 
business. I am going to call on Dr. Christison. 

Dr. J. T. Curistison: There is a report of the 
Necrology Committee that was handed to me last eve- 
ning by Dr. Hamilton. 

Dr. Christison read the report of the Necrology Com- 
mittee. 


NECROLOGIC REPORT OF THE HISTORICAL 
COMMITTEE 


Again within the year death has called several of our 
members. Many of them have already been referred to 
in MINNESOTA MepicINE and in the Journal Lancet. 
Your committee desires to express its appreciation of 
former friends whom we loved and admired and our 
sympathy with the friends and relatives who remain. 

The necrologic report covers the period from May 
20, 1932, to May 20, 1933. : 


MEMBERS 


James Walter Andrist, formerly of Owatonna, Minn. Died, 
May 21, 1932, in San Diego, Calif. Aged 57. Rush Medical 
College, 1900. 

Amos L. Baker, Kasson. Born, 1852. Rush Medical College, 
1887. Died, July 20, 1932. Aged 80. 

John W. Bell, Minneapolis. Born, 1853. Ohio Medical College, 
1876. Died, May 16, 1933. Aged 80. 

John Archibald Cameron, Saint Paul. Born, 1869. University 
of Minnesota, 1902. Died, April 4, 1933. Aged 64. 

Sheridan Grant Cobb, Saint Paul. Born, 1862. Hahnemann 
Medical College, 1884. Died, November 18, 1932. Aged 71. 

W. F. Cobb, Lyle. Born, 1847. Chicago Medical College, 
1874. Died, June 14, 1847. Aged 85. 

John E. Dewar, Minneapolis. Born, 1871. McGill University, 
1896. Died, March 15, 1933. Aged 62. 

Godfrey Deziel, Minneapolis. Born, 1861. Saint Paul Medi- 
cal College, 1886. Died, March 27, 1933. Aged 71. 

Franklin A. Dodge, Le Sueur. Born, 1862. University of 
New York, 1886. Died, December 6, 1932. Aged 70. 

Norman Dreisbach, Minneapolis. Born, 1867. College of Phys. 
& Surg., St. Louis, Mo., 1894. Died, April 29, 1933. Aged 65. 

John Llewellyn Eliot, Minneapolis. Born, 1853. Georgetown 
University School of Medicine, 1874. Died, November 14, 
1932. Aged 80. 

John Leonard Everlof, Minneapolis. Born, 1888. Jefferson 
Medical College, 1916. Died, July 12, 1932. Aged 44. 

John M. Fox, Minneapolis. Born, 1875. Minneapolis College 
of Phys. & Surg., 1901. Died, July, 1932. Aged 57. 

Emil S. Geist, Minneapolis. Born, 1878. University of Minne- 
sota, 1900. Died, May 14, 1933. Aged 55. 

Sidney S. Hall, Minneapolis. Born, 1884. Harvard University 
Medical School, 1867. Died, May 7, 1932. Aged 88. 

Adolph Hirschfield, Minneapolis. Born, 1864. University of 
Minnesota, 1893. Died, January 3, 1933. Aged 69. 

James Hynes, Minneapolis. Born, 1867. Minneapolis College 
of Physicians and Surgeons, 1899. Died, June 7, 1932. Aged 


65. 

Theodore N. Kittleson, Fergus Falls. Born, 1875. University 
of Minnesota, 1902. Died, January 10, 1933. Aged 57. 
Daniel Kriedt, Minneapolis. Born, 1877. University of Min- 

nesota, 1900. Died, December 29, 1932. Aged 50. 

Thomas G. Lee, formerly of Minneapolis, died Sept. 1, 1932, 
at Babson Park, Florida. Born, 1860. University of Penn- 
sylvania, 1886. Aged 72. 

William H. Magie, Duluth. Born, 1854. St. Louis Medical 
College, 1884. Died, December 11, 1932. Aged 78. 

Irwin A. O’Connor, Saint Paul. Born, 1898. University of 
Minnesota, 1922. Died, December 26, 1932. Aged 34. 

Wyman Smith, Minneapolis. Born, 1903. Northwestern Uni- 
versity, 1931. Died, April 20, 1933. Aged 30. 

George Christian Wellner, Minneapolis. Born, 1849. Rush 
Medical College, 1873. Died, March 3, 1933. Aged 84. 

ForMER MEMBERS 

Leroy A. Brown, St. Paul. - Born, 1855. University of Michi- 
gan, 1885. Died, November 22, 1932. Aged 77. 

Catherine A. Burnes, Hopkins. Born, 1849. University of 
Minnesota, 1885. Died December 10, 1932. Aged 83. 

Hegge, formerly of Austin, Minn., died at La_ Fiera, 
Texas, December 14, 1932. Aged 66. University of Illinois, 
1893. 
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Eugene Hubbell, Saint Paul. Born, 1855. 


Hahnemann Medi- 
Aged 77. 
Creighton University, 1917. 


cal College, 1883. Died April 20, 1932. 
Clarissa Clay Richardson, St. Paul. 

Died, April 16, 1933. 

Herman Russell, Saint Paul. Born, 1871. 
nois, 1899. Died, June 29, 1932. Aged 60. 
PRESIDENT Pearce: I think it is only fitting that we 

should stand with bowed heads for a moment out of 

respect to those who have passed on. 

The audience arose and stood in silent tribute to the 
departed members. 

PRESIDENT Pearce: The chair will ask Dr. Bert 
Adams and Dr. J. T. Christison to act as a presenta- 
tion committee for the new president, Dr. Savage, and 
also Dr. George Earl. This same committee will offi- 
ciate in presenting to this organization, Dr.. Savage 
and Dr. Earl, and they will also officiate tomorrow 
morning in presenting them to the general meeting. 

While we are waiting for them to find the newly 
elected president, we will proceed with the next order 
of business, which is to decide the time and place of the 
next annual meeting. 

Dr. F. H. Macney (Duluth): This society has gone 
into the history of our organization, especially ancient 
history, the very interesting work being done by Dr. 
Hamilton. This history usually brings up the hardships 
of the early days as one of the outstanding features. 

I would like to call your atention to some more recent 
history that has more of a pleasant feature. We recall 
we had a medical meeting in Duluth three years ago. 
We recall that a week or two previous to this meeting 
there was a wave of extreme heat over the state of 
Minnesota. 

You will recall that most of your patients went to 
the lakes and the country district to get away from 
this heat. You will recall that during this period your 
minds and thoughts were placed on Duluth. You will 
recall that within three days of the meeting, you got 
into your cars and went to Duluth to get away from 
the extreme heat. You will recall that the trip was 
very warm until you reached the close proximity of 
Duluth, when the ventilation in the car was diminished, 
and you drew your panting tongue into your oral cavity 
where it properly belonged. 

You will recall you were pleased to see the cool 
waters of Lake Superior. You will recall that your car 
was carefully put away. You will recall that you took 
a nice bath in the pure waters of Lake Superior and 
cooled off. You will recall you had the first pleasant 
night’s sleep in a period of two weeks, that you slept 
under blankets, in other words. 

You will recall that we had a very successful meeting, 
everything conducted on one floor. I might add that 
to take care of a large program of the State Associa- 
tion we have additional space on that same floor, space 
recently vacated by the Chamber of Commerce. 

You will recall that after this meeting you made 
further sojourns into the back woods of Duluth, that 
you fished in the clear cool waters of that country, and 
that you made this your summer vacation. 

We as delegates from Duluth invite you to re-enact 
that history this next year. 

PrESIDENT PEARCE: Dr. Meyerding has a number of 
other letters which he would like to read. 

SECRETARY MEYERDING: There are two letters, one 
from the Saint Paul Convention Bureau, and another 
from Minneapolis. There are no invitations from 
other medical societies. I don’t know whether you 
want to consider the convention bureaus or take the 
invitations only from the medical society. 

PreswveNT Pearce: I think it should come from the 
medical society. Are there any other invitations from 
medical societies for the 1934 meeting? If there are 
not, a motion that the next meeting be held in Duluth, 
time to be left to the discretion of the Council, will be 
in order. 

Dr. WorKMAN: 
held in Duluth. 
The motion was regularly seconded. 


University of Illi- 


I move that the next meeting be 
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PRESIDENT PEARCE: It has been moved and. seconded 
that the next meeting of the Association be held in 
Duluth. All in favor will signify by saying “aye”; 
opposed. The motion is carried. 

Is there any new business to come before the House 
of Delegates? 

I think it would be fitting and proper for the House 
of Delegates to go on record with a resolution of 
thanks to the Olmsted-Houston-Fillmore County So- 
ciety, the Kahler Hotel and Arthur Hotel, St. Mary’s 
Hospital, Rochester Association and the Rochester 
papers. 

Dr. Meyerding suggests that if this motion is made 
it include the provision that Dr. Hagen draw up such 
a resolution. Do I hear a motion? 

Dr. J. S. REyNotps (Minneapolis): I move that the 
secretary write such a letter to the list you mentioned. 

The motion was regularly seconded. 

PRESIDENT PEARCE: You have heard the motion. All 
in favor of Dr. Hagen drawing up such a resolution, 
to be presented to the secretary, will signify by saying 
“aye”; opposed “no.” It is carried. 

Under the head of new business, there are two 
amendments to the By-Laws presented at the last meet- 
ing of the House of Delegates to be voted on today. 

Secretary Meyerding read the amendment to Chapter 
V, Section 2 of the By-Laws. 

PRESIDENT PEARCE: You have heard the amendment 
which was presented at the last House of Delegates. 
A motion for the acceptance of this amendment to the 
By-Laws will be in order. 

A motion was regularly made and seconded for the 
acceptance of the amendment. 

Dr. Curistison: Dr. Adams and I have the honor 
to introduce to you Dr. Frank Savage of Saint Paul, 
your new president. 

The audience arose and applauded. 

PRESIDENT-ELECT SAVAGE: Gentlemen, I can only say 
that I appreciate very deeply this honor ‘which has come 
to me, which is, without any question, the greatest 
honor that I have ever received. I thank my friends 
throughout the state for this. I take it that this is a 
mandate on your part for the carrying out of the poli- 
cies of the State Association, these precedents and these 
ideas which have been promulgated, worked on, in the 
past years. I pledge myself to continue those policies to 
the best of my ability. 

PRESIDENT PEARCE: We will now go back to the 
acceptance of the amendment to Chapter V, Section 2, 
of the By-Laws. There was a motion made for its 
acceptance. Those in favor say “aye”; opposed ‘ 

It is carried. 

We have another By-Law that was presented at the 
meeting on Sunday night. 

Secretary Meyerding read the amendment to Chapter 
IX, Section 1, of the By-Laws. 

PRESIDENT PEARCE: A motion to accept this By-Law 
will be in order. 

Dr. E. Kraveness (St. Paul): 
accepted. 

The motion was regularly seconded. 

PRESIDENT Pearce: You have heard the motion to 
accept this amendment. Those i in favor signify by say- 
ing “aye”; opposed “no.” It is carried. 

Dr. Haves: There is still another amendment to the 
By-Laws with reference to changing the name of the 
Committee to Study Insurance and Compensation Prac- 
tice, to Committee on Industrial Relations. 

PRESIDENT PEARCE: The committees that have to do 
with economics have to be changed from time to time. 
The function of the committee may have to be changed. 
They may have to be discontinued and new committees 
appointed. It seems to me it is better policy not to 
have these committees set up permanently in the By- 
Laws, because it takes some time at an annual meeting 
until they can be changed. As long as the Council is 
your business executive organization and has the re- 

sponsibility for it, I think they should have control of 


I move that it be 
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these committees that are doing the work. I will be 
very glad to straighten it out as you wish, but it seems 
to me, from the standpoint of work, you would be bet- 
ter off leaving it as it is. 

Dr. C. B. Wricut: I would be in favor of leaving 
the thing the way it is, in the Council’s hands. 

Dr. Hayes: The same thing was introduced two 
years ago and was lost. 

PRESIDENT Pearce: Have you anything further to 
say for the Reference Committee? 

Dr. Macney: No. 

Dr. Hayes: That will be satisfactory if it is made 
a permanent committee. 

PresmwENT Pearce: Is there any further business to 
come before the House of Delegates? 

Dr. W. F. Braascu: In view of the fact that Dr. 
Arthur D. Hirschfelder of the University is danger- 
ously ill, I think it would be a fine thing if the secre- 
tary would express our sympathy to him and Mrs. 
Hirschfelder and hope he will have an early recovery. 

I so move. 

SECRETARY MEYERDING: Letter or telegram? 

Dr. W. H. Coventry: A telegram. 

The motion was regularly seconded, put to a vote 
and carried. 

PresipENT Pearce: Dr. Earl, possibly you are not 
aware that you have just been elected councilor of the 
Fifth District to take the place of our president-elect. 

Dr. Georce Eart: I met Ed Booth downstairs and 
he told me you wanted me up here. 

There is just one thing I want to say, and that is I 
hope in Saint Paul, Ramsey County, and in the other 
counties in this councilor district, everyone will feel 
that I am going to be councilor for the entire group. 
I know I can depend upon the other men there to solve 
the problems of the councilor district for the benefit of 
us all. 


PreswweNt Pearce: Is there anything further to 


come before the meeting? 
L. L. Socce (Windom) : 


As a member of the 
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Council I know slightly about the work and thoug)t 
that one of our retiring councilmen has given. I fec!, 
for one, that the Minnesota State Medical Association 
owes Dr. Hagen a vote of thanks. 

As a member of the Council, I can assure you we 
will miss him, miss his advice, his genial spirit and his 
wonderful sociability. Though I know we have given 
a good man back, I don’t believe there is anybody in tl: 
Association can replace Dr. Hagen. 

make a motion that we give Dr. Hagen a vote 
of thanks for all he has done for the State Association 
as a member of the Council. 

The motion was regularly seconded by several. 

PRESIDENT PEARCE: You have heard the motion. 
Does anyone wish to add anything? 

Dr. R. D. Mussety (Rochester): I move that Dr. 
Hagen be invited as a guest at the annual meetings of 
the House of Delegates. 

PRESIDENT PEARCE: We can have that as an amend- 
ment to the motion. 

Dr. Socce: I accept the amendment. 

PRESIDENT PEARCE: You have heard the motion to 
give a vote of thanks to Dr. Hagen and also inviting 
him to be a guest of the House of Delegates. All in 
favor signify by saying “aye”; opposed “no.” It is 
carried. 

Is there any further business to come before the 
House of Delegates? 

Dr. Juttus JoHNsON (Minneapolis): We have heard 
of the untiring work of Herman Johnson in the legis- 
lature, in behalf of the practice of medicine. Would 
it be appropriate to give him a vote of thanks for his 
work? I so move. 

The motion was regularly seconded, 

PRESIDENT PEARCE: You have heard the motion. Is 
there any further comment? Those in favor of giving 
Dr. Herman Johnson a vote of thanks for his untiring 
efforts in behalf of medicine will signify by saying 
“aye”; opposed. The motion is carried. 

The meeting adjourned at one-fifty o’clock. 
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Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 











COMPENSATION. 


MeEpDIcAL RELATIONS UNDER WORKMEN’S ( ) 
Report issued by the Bureau of Medical Economics 


157 pages. 
American Medical 


of the American Medical Association. 
Price, paper, 75 cents. Chicago: 
Association, 1933. 





Pustic HeattH Nurstnc 1n Inpustry. Violet H. 
Hodgson, R.N., Assistant Director National Organ- 
ization for Public Health Nursing. 349 pages. Illus. 
Price, $1.75, cloth, New York: MacMillan Com- 
pany, 1933. 





REporT TO THE UNITED STATES GOVERNMENT ON TUBER- 
CULOSIS WITH SOME THERAPEUTIC AND PROPHYLACTIC 
Succestions. S. Adolphus Knopf, M.D. 59 pages. 
Illus. Price, $1.15, cloth. New York: National Tu- 
berculosis Association, 1933. 












TEXTBOOK OF PHysIcAL THERAPY. Heinrich F. Wolf, 
M.D., Chief of Department of Physical Therapy, Mt. 
Sinai Hospital and Dispensary, New York, etc. 
Foreword by Lewellys F. Barker, M.D., LL.D., Pro- 
fessor Emeritus of Medicine, Johns Hopkins Univer- 
sity School of Medicine, and chapters by others. 409 
pages. Illus. Price, $5.50, cloth, New York: D. 
Appleton-Century Company, 1933. 











FRONTIERS OF MEDICINE. Morris 
M.D. 207 pages. Price, $1.00. Baltimore: 
& Wilkins Co., 1933. 

This is a well written, short, elementary history of 
the progress of medicine during the ages. The style is 
characteristic of Dr. Fishbein and the book contains 
many passages especially curt and to the point. In 
speaking of a victim of smallpox, “he walks about as 
a monument to his own stupidity or to his parents’ ig- 
norance.” One wonders what the author really means 
when he writes—‘Several surgeons have now removed 
one-half of the cerebrum of patients and there is evi- 
dence that one female patient continued to think as 
well as any woman.” The volume is obviously intended 
for the intelligent layman rather than for the medical 
man. For that purpose it is a good book, in the re- 
viewer's opinion. 


Fishbein, 
Williams 


D. M. Srperstern, M.D. 
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